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The Influence of Disease of the Thyroid on Menstruation. 


By H. Garpiner-HILt, M.B. (Cantab.), M.R.C.P. (Lond.); 
and 
J. Forest Smitn, M.R.C.P. (Lond.). 


From The Medical Unit at St. Thomas’s Hospital, 


THE existence of a functional inter-relationship between the 
thyroid gland and the ovaries has long been recognized and a 
good example of it is the thyroid enlargement which so often 
occurs in girls at puberty with the onset of menstruation. 
Menstrual irregularities also have frequently been described in 
thyroid disease, but they are not uncommon in other diseases 
in which metabolism is disturbed, as, for instance, in tuberculosis 
and diabetes. In the latter conditions, however, menstruation is 
usually suppressed while in thyroid disease both suppression and 
excess of menstrual activity may be found. To some extent this 
would seem to depend on the degree of thyroid activity, but a 
study of the literature shows that there is no very general agree- 
ment on this question. Amenorrhoea and menorrhagia are 
reported as occurring both in exophthalmic goitre and myxce- 
dema, the two extremes of abnormal thyroid function. 

The observations reported in this communication were, there- 
fore, made to show the type of menstruation occurring in a large 
series of cases of thyroid disease of different grades. More than 
300 patients have been examined, including nine cretins, 100 
cases of adolescent goitre with varying degrees of disturbed 
thyroid function, 96 cases of exophthalmic goitre and hyper- 
thyroidism, 41 cases of myxoedema, 24 cases of parenchymatous 
goitre and 22 cases of simple adenoma of the thyroid. Estimations 
of the basal metabolism have been carried out to provide con- 
firmatory evidence of the degree of thyroid activity. 


CRETINISM. 

All authorities are agreed that in female cretins the onset of 
menstruation is generally delayed and in some cases may never 
occur. McCarrison! also states that the ovaries and uterus may 
remain infantile, in which case menstruation is never established, 
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or these organs may develop late, amenorrhoea being present 
during adolescence. Janney? and Falta? express similar views. 
In our own series the number of female cretins who had reached 
the age of puberty and not been previously treated is insufficient 
to allow of any definite conclusions as to the effects of thyroid 
deficiency in childhood on the age of onset and type of menstru- 
ation, but it can be seen from the following table that our 
experience is well in accord with that of other observers. Table I 
gives the details in nine patients who had reached or passed the 
age of puberty. Seven of these had received thyroid treatment for 
varying lengths of time, two had been entirely untreated. 


TABLE I. CRETINISM. 


—~ Type of Menstruation. Years treated 


Regular 3/28. 
Amenorrhcea since first period. 10 
Regular. + 

Not started. | Not treated 
Regular 4/28. 2 years at 
age 14. 
Regular 7/28. 7 but not 
continuous, 
Not started. Not treated. 
Not started. 13 

Not started. 5 but not 
continuous, 


2. 
3. 
4. 
5. 
6. 
8. 
9. 


First, as to the question of the age of onset of menstruation 
in this series: it can be seen that in the five cases in which men- 
struation had occurred, the average age of onset was sixteen in 
spite of the fact that all had received thyroid treatment for some 
years. This must be considered definitely later than the average 
in adolescent females in this country. In case 5 the patient 
(aged 31) had commenced taking thyroid at the age of fourteen 
and treatment had been continued for two years only. Menstru- 
ation started at twenty-one and since that time had always been 
regular. In the four remaining patients menstruation had not 
started. Two of them were only fifteen years old and so cannot 
be considered abnormal, but the other two were 17 and 173 
respectively, an age at which menstruation should normally have 
appeared. 

Secondly, as to the type of menstruation which occurs in these 
cases: it can be seen that in four out of the five patients in which 
it was established, the rhythm and losses were normal and regular. 
In only one of these patients was menstruation subsequently 
suppressed. On theoretical grounds it would seem possible to 
conclude that if cretinism is diagnosed early and treated efficiently 
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the age of onset and type of menstruation does not depart far 
from the normal, but when diagnosis is delayed and treatment 
not instituted until after the age of normal puberty, the onset is 
late, though when established the menstrual periods tend to be 
normal and regular. 


ADOLESCENT GOITRE, 

We have already reported in conjunction with P. C. Brett* 
a series of observations on the type of menstruation occurring in 
adolescent goitre. We found that the character of menstruation 
tended to vary inversely with the degree of thyroid activity. In 
100 cases of adolescent goitre 79 per cent. appeared to be of the 
colloid variety with varying degrees of thyroid activity, as judged 
by clinical signs and estimations of the basal metabolic rate, 
while 16 per cent. were typical cases of exophthalmic goitre and 
differed in no way from the disease as found in adult life. The 
actual results of basal metabolic estimations in these patients 
are given in Table II. 


TABLE IJ, ADOLESCENT GOITRES. 


Normal Hyper- Hypo. | Exoph- 
B.M.R. function. function. function. goitre. 


per cent. per cent. per cent. per cent. 
0 0 100 


Above +10% 


Within normal +10% - 10% 


Below - 10% 


The figures agree very closely with the clinical grouping and 
when thyroid function appears to be normal, 100 per cent. of 
the cases have basal metabolic rates within the normal limits. On 
the other hand, in exophthalmic goitre, 100 per cent. have basal 
metabolic rates above the normal limits . In the colloid goitres, 
in which varying degrees of thyroid activity are suspected, the 
basal metabolic rate estimations provide confirmatory evidence of 
this in the majority of cases. It must be noted, however, that in the 
colloid goitres, when hypofunction is suggested clinically, the 
basal metabolic rate is within the normal limits in 63 per cent. 
This, however, is not surprising, if the view is accepted that many 
of these goitres are compensatory enlargements and evidence 
of compensated thyroid deficiency. (Marine.)® 

The results of a study of the type of menstruation in these 
cases are given in Table III, 


\ \ \ \ 
100 34 63 | 0 
0 0 a7 
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TABLE III. ADOLESCENT GOITRES. 


Normal | Hyper- Hypo- Exoph. 
function. function. | function. Goitres. 


per cent. | percent. | per cent. per cent. 
49 0 0 


Menstruation not started. 14 


| 

| 
Menstruation normal. ? | 45 

| 


Menorrhagia, 


Delayed irregular scanty 
menstruation. 


Periods of amenorrha. 


From this table it can be seen that menstruation is regular and 
normal in approximately half the cases of colloid goitre, whatever 
the degree of thyroid activity, while in the majority of the 
remainder it varies inversely with it. When hyperthyroidism is 
present, the periods tend to be delayed, irregular and scanty, 
or absent for varying intervals; while in the cases which suggest 
some degree of hypothyroidism there is a tendency to menorr- 
hagia. On the other hand, in the group of cases of exophthalmic 
goitre, menstruation is normal and regular in only one quarter 
of the cases, while in 72 per cent. there is a tendency to some 
degree of amenorrhoea. 

Since publishing our paper on adolescent goitre, we have 
been able to observe further cases and confirm our conclusions. 
Menstruation tends to be normal in girls with no signs of thyroid 
disorder other than the presence of a goitre. On the other hand, 
it is often diminished or absent when hyperthyroidism is present, 
and excessive when thyroid activity is below normal. 


EXOPHTHALMIC GOITRE AND HYPERTHYROIDISM. 

The type of menstruation occurring in exophthalmic goitre 
and hyperthyroidism can be seen in Table IV. We have adopted 
this classification as, at the time these cases were seen, the modern 
grouping, suggested by Plummer,® into exophthalmic goitre and 
toxic adenoma of thyroid had not been advanced, nor had 
Williamson and Pearce? described their grouping on a histological 
basis into primary and secondary Graves’ Disease, the clinical 
aspect of which conditions Fraser’ has since dealt with. The 
primary group is held to include those cases with diffusely 
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enlarged and vascular goitres and the classical picture of Graves’ 
Disease—eye signs, tremor, tachycardia and nervousness. The 
secondary group includes those cases in which symptoms of 
intoxication appear, perhaps after some years during which a 
simple goitre has been present. The general intoxication is 
usually less than in the primary group, the eye signs slight and 
the cardiac disturbance relatively more marked. As Fraser points 
out there are other cases with a similar clinical picture, but no 
previous history of goitre, which are also included in this group. 
In these the gland is usually less enlarged, less vascular, more 
irregular and harder than in the typical form. 

The first group (A) of our cases described as exophthalmic 
goitre contains typical cases of primary Graves’ Disease with 
diffusely enlarged and vascular goitres and well-marked eye signs. 
The second group (B), described as hyperthyroidism, probably 
correspond more closely to the secondary group in which the 
gland is usually less enlarged and the eye signs absent or slight. 

Estimations of the basal metabolic rate have been made on the 
majority of the patients in these two groups. The results 
obtained were on the average considerably higher in the first series, 
a high proportion of the patients having basal metabolic rates 
more than +50 per cent. above the normal. In the second series, 
the degree of thyroid intoxication was lower and the readings 
obtained were generally in the neighbourhood of +35 per cent. 
to +40 per cent. 


TABLE IV. 


No. of | Menstr. Delayed, Itreg. M — 
| 
Cases. Normal. | or Amenorrhuwa, 


Type of Disease. 


ays per cent. per cent. per cent. 
‘A. Exophthalmic Goitre 67 42 57 


B. Hyperthyroidism 65 27 


It can be seen from the tables that amenorrhoea is present in 
considerably more than half the patients of the first series. In 
the remainder it is normal. Few instances of menorrhagia are 
found. In the second series, on the other hand, menstruation in 
65 per cent. of the patients is normal and regular, while in 27 per 
cent. only is there this same tendency to amenorrhoea. The pro- 
bable explanation of the different percentages in the two groups 
is that the degree of thyroid intoxication in the latter is not so 
great. On the whole, however, it appears that if menstruation is 
disturbed in conditions of hyperthyroidism it is most likely to be 
suppressed. These observations are in keeping with the results 
already reported in cases of adolescent goitre. 
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MYXCEDEMA. 

The type of menstruation occurring in myxoedema can be 
judged from an analysis of the menstrual histories of the 41 cases 
represented in Tables V, VI and VII. Amenorrhoea and menorr- 
hagia have both been described in this disease, but an analysis 
of our cases points to there being another explanation for this 
apparent anomaly. 

There seems little doubt that when myxoedema develops before 
the menopause, it ,is frequently accompanied by menorrhagia 
and seldom by amenorrhcea. In a considerable number of our 
cases, however, the disease developed after what would appear to 
have been a natural menopause, and we think that other instances 
of this sort probably’ account for the impression that myxoedema 
sometimes causes amenorrhoea. The problem would seem to 
depend on the age at which the menopause occurred and the 
relationship of the onset of myxcedema to it. We have divided 
our cases into three groups : — 


(a) Myxoedema occurring before the natural menopause. 
(b) Myxoedema occurring after the natural menopause. 
(c) Myxoedema occurring after premature menopause. 


TABLE V. 
MyYxX«£DEMA DEVELOPING BEFORE NATURAL MENOPAUSE. 


- Menstruation Natural 
Case. Age. | B.M. Rate. since Myxadema. | Menopause at 
per cent. 
1. Mrs. 5. 48 35 Menorrhagia Not reached 
2. Mrs. H. 39 - 27.7 Menorrhagia Not reached 
3. Mrs. L.N. 44 - 30 Menorrhagia Not reached 
4. Mrs. A. 49 ~ 16.7 Normal Not reached 
5. Mrs. S.T 48 —16 Menorrhagia 47 
6. Mrs. F.R. 40 —37.5 Menorrhagia Not reached 
7. Mrs. R. 40 —21.1 Normal Not reached 
8. Mrs. B. 49 —30 Menorrhagia 47 
9; 53 Menorrhagia 45 
10. Mrs. F.B. 53 ~ 16 Menorrhagia 48 
11. Mrs. R. 34 ~40.8 Normal Not reached 
12. Miss A. 53 —21 Menorrhagia 51 
13. Mrs. T. 58 -16 Menorrhagia 51 
14, Mrs. E.L.° 59 Menorrhagia 50 
15. Miss W. 50 - 3.3" Menorrhagia 45 
16. Mrs. A.B. 43 _ Menorrhagia Not reached 
40 -5 Normal Not reached 
18. Mrs. E. 56 -40 Menorrhagia 48 
19. Mrs. L 59 | Menorrhagia 45 
20. Mrs. T. 60 Menorrhagia 55 
21. Mrs. H.C 48 — Menorrhagia Not reached 
22. Mrs. H. 48 — 26.6 Menorrhagia Not reached 
23. Mrs. M. 36 - 29.3 Delayed, irregu- Not reached 
lar and scanty. 


* On thyroid. 
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Table V shows a series of 23 cases in which myxaedema 
developed before the natural menopause. In half the cases of this 
group the patients had not reached the menopause when seen by 
us for the first time. In the remainder the. history showed that the 
menopause had occurred at the average age, (the average for the 
11 cases was 48}) and had been preceded by menorrhagia generally 
of two or three years’ duration. The basal metabolic rate was 
estimated in the majority of these patients, and in all those so 
examined it was considerably below the normal, and characteristic 
of myxoedema. In Case 15, in which the basal metabolic rate was 
only —3 per cent. it is to be noted that the patient was actually 
receiving thyroid extract when the estimation was carried out. 
A study of the table shows that no less than 18 of these cases 
suffered from menorrhagia as a symptom after the onset of myxve- 
dema. In four menstruation was regular and normal, while in 
one instance only a tendency to amenorrhoea was found. In this 
series, therefore, 78 per cent. of the patients in whom myxcedema 
developed before the natural menopause suffered from menorr- 
hagia. 


TABLE VI. 
MYX(ZDEMA DEVELOPING AFTER NATURAL MENOPAUSE. 


| 


Menopause 
| | BM. Menstruation before 
Rate. menopause years 


ago. 


| per cent. 


_ Regular and normal 
~ 53.7 Regular and normal 

Regular and normal 
Regular and normal 
Regular and normal 
Regular and nornial 
Regular and normal 
Regular and normal 
Regular and normal 
Regular and normal 
Regnlar and normal 
Regular and normal 
Regular and normal 
Regular and normal 
Regular and normal 


SOSA 


RE 


Sane 


Table V1 shows a series of 15 cases of myxoedema developing 
after the natural menopause. The average age of the menopause 
in this group was 49} and menstruation in all cases had previously 
been normal. The ayerage period of time between the cessation 
of menstruation and the date at which these patients reported for 
treatment for myxoedema was eight and a half years, an interval 
which seems to justify the assertion that the onset of myxeedema 


| 
3 \ 538 
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5 50 
6 50 
47 
47 
47 
52 
47 
ll. Mrs. 50 5 
12. Mrs. 56 | 50 
13. Mrs. 90 50° 
14. Mrs. BH. 55 46 
5. Mr Ro 60 30 
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was not the cause of amenorrhoea; rather does it confirm the 
opinion which has been frequently expressed that myxoedema is 


a disease which tends to develop after the menopause when normal 
ovarian activity has ceased. 


TABLE VII. 
MYX(ZDEMA DEVELOPING AFTER PREMATURE MENOPAUSE. 


Menstr. Myxe- 
Age. | before Menopause dema 
Rate. | menopause.) At. Years ago. for 
per cent. 
1. Mrs. H. | 45 | —35 Regular 34 11 years (following | 3 years 
stroke.) 
2. Mrs. E.G. 52 | —20°3 | Regular 38 14 years (following 15 
| pregnancy, one | months 
period after and 
| | then stopped. 
3. Mrs. A.B. 60 | —28 | Regular | 40 20 years. 18 
| | months* 


*Following thyroidectomy performed for retrosternal goitre which she had 
had for four years. 


Table VII shows a series of three cases which cannot be 
grouped either in Table V or Table VI owing to the fact that 
the menopause occurred prematurely. The cases were all quite 
typical of myxoedema and the basal metabolic rate was subnormal 
in all three, —35 per cent., —20.3 per cent. and —28 per cent. 
respectively. The onset of the disease, however, did not occur 
for many years after the menopause. In Case I the interval 
between the cessation of menstruation and the onset of symptoms 
of myxcedema was eight years; in Case 2, 12} years, and in 
Case 3, 18} years, so that it is extremely unlikely that the cessation 
of menstruation was in any way due to the thyroid disturbance 
which developed subsequently. 

Taking into consideration, therefore, the whole series of 41 
cases of myxoedema quoted in Tables V, VI, and VII, it appears 
that this disease develops before the natural menopause in rather 
less than two-thirds, and in the majority of these patients (78 per 
cent.) it is accompanied by menorrhagia. In the remainder, rather 
more than one-third, myxoedema develops after the menopause, 


and in this group menstruation previous to the menopause was 
quite normal. 


PARENCHYMATOUS GOITRE. 

For purposes of comparison with the groups above in which 
thyroid function was abnormal we will now give the details of 
the type of menstruation in a series of cases of parenchymatous 


\ 
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goitre and simple adenoma of the thyroid in which the function 
of the gland was little disturbed. 

Table VIII gives an analysis of the menstrual histories in 24 
cases of parenchymatous goitre, 


TABLE VIII. 
PARENCHYMATOUS GOITRE. 


Age. | cs Menstruation. B.M. Rate. 


per cent. 


Regular 4/28 
Regular 4/28 
Regular 7/28 
Regular 

Regular 3/28 
Menorrhagia 3/12 
Menorrhagia 
Ihregular 4 years 
Regular 5/28 
Regular 3/28 
Regular 3/25 
Regular 4/28 
Regular 4/25 
Regular 3/28 
Regular 5/30 
Regular 3/28 
Regular 7/28 
Regular 5/28 
Regular 6/28 
Menorrhagia 7/12 
Menorrhagia 
Menorhagia 12/12 
Regular 10/28 
Kegular 


Sere 


SSSR 


In this group menstruation is normal and regular in the 
majority of patients, namely 79 per cent. while in the remaining 
21 per cent. there is a tendency to menorrhagia. There is no 
instance of amenorrhoea. Basal metabolic rate estimations were 
made in most of these patients and in every instance except one 
(No. 20) the results were within the normal limits. In Case 20 
the basal metabolic rate was —27.1 per cent. below the normal 
limits and menorrhagia had been present for seven months. This 
patient was undoubtedly suffering from hypothyroidism. Sub- 
normal thyroid function was also suggested clinically in Cases 8, 
21, and 22, in all of which patients the menstrual losses tended to 
be excessive. In the large majority, however, of these cases of 
parenchymatous goitre there was no gross disturbance of thyroid 
function, and it is to be noted that, in these circumstances, 
there is seldom any alteration of menstruation. 


Case. | 
+3.3 
+ 16.7 
+0.3 
+5.4 
+7.2 ‘ 
4 | = 11.7 
3 +8.7 
1 -9.2 
ll. ~ 10.8 
12. 
13. -8 
14. 
15. -9.6 
16. +7 fi 
17. | 57 10 | +28 
18. 39 24 
20. 1 - 27.1 
21. 50 6 
22. -38 | 15 
23. | 24 
24. 25 | 10 — 
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« 
ADENOMA OF THYROID. 
The menstrual histories in a series of cases of simple adenomata 
of the thyroid are given in Table IX. 


TABLE IX. 
ADENOMATA OF THYROID. 


| Adenoma yrs. Menstruation. B.M. Rate. 


Regular 4/28 
Regular 
Regular 
Regular 
Regular 
Regular 
Menorrhagia 
Regular 
Regular 7/28 
Regular 5/28 
Regular 3/28 
Regular 4/28 
Regular 3/28 
Regular 5/28 
Irregular 
Amenorrhwa 
Regular 4/28 
Regular 
Regular 7/28 
Regular 
Regular 2/28 
Menorrhagia 


. 


AIS? Sr 99 


ow 


++4 1 

leligueal 
Oo 


L. 
M 
E. 
M 
A. 
D. 
D 
M 
A. 
C. 
R. 
R 

M 
A. 
D. 
M 
M 
M 
F. 
C. 
M 


Here again menstruation is regular and normal in the majority, 
namely 83 per cent., while in the remainder, half have a tendency 
to amenorrhoea and half a tendency to menorrhagia. Basal meta- 
bolic rate estimations carried out in these patients were mostly 
within the normal limits, though in cases 7, 8 and 22 the results 
were subnormal. Two of these patients had a low basal metabolic 
rate and also suffered from menorrhagia. 


SUMMARY. 

Taking into consideration the whole series of 300 cases of 
thyroid disease, it can be seen that menstruation may or may not 
be affected in these conditions, but when it is the alteration 
tends to be in a uniform direction. The type of menstruation 
varies inversely with the degree of thyroid activity, i.e., in 
hypothyroidism there is often a tendency to excessive haemorrhage 
and in hyperthyroidism to amenorrhoea. The observations 
reported in this paper may be summarized as follows :— 


1. In cretinism menstruation is usually delayed in onset and 


Age. 
| 
er cent. 
11. 
12, 
14. 
15. 
16. 
17 
18. 
20. 
21. 
22. 
al 
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if the condition is not adequately treated may never appear. If 
treated, menstruation tends to be regular and normal. 

2. In those cases of adolescent goitre which show no signs of 
thyroid disturbance apart from the goitre, menstruation is 
generally normal. If hyperthyroidism is present, however, 
menstrual periods are often delayed, scanty and irregular, while 
in hypothyroidism there is a tendency to excessive losses. 

3. In exophthalmic goitre normal menstruation is by no means 
uncommon, but in the more severe cases menstruation is likely 
to be disturbed. In such patients the periods tend to become 
scanty and irregular, and in the most severe cases amenorrhoea 
is generally present. 

4. In myxedema when the disease develops before the meno- 
pause menorrhagia is commonly present. This disease, however, 
very frequently develops after the menopause which may account 
for the impression that it is sometimes accompanied by 
amenorrheea,. 

5. In parenchymatous goitre and in simple adenoma of the 
thyroid there is usually no disturbance of menstruation, but in 
a small proportion of these patients when there is evidence of 
hypothyroidism, menorrhagia has been noted. 


In conclusion, we wish to thank Professor MacLean for his 
help in carrying out this investigation, those members of the staff 
of St. Thomas’s Hospital who have kindly allowed us to examine 
their cases, and the Medical Research Council for defraying the 
expenses of this research. 
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Chronic Nephritis, Accidental Hemorrhage 
and Eclampsia. 


By R. H. Paramore, M.D. Lond., F.R.C.S. Eng., 
Hon. Gynecologist, Hospital St. Cross, Rugby. 


CHRONIC NEPHRITIS AND ECLAMPSIA, 


THE conditions mentioned in the title of my paper are all inter- 
related. When a woman with chronic nephritis becomes pregnant, 
if abortion or miscarriage does not occur, she may eventually suffer 
from accidental hemorrhage or may become eclamptic or ureemic ; 
in accidental hemorrhage, elbuminuria may appear and eclampsia 
arise, even when no evidence of previous renal aberration existed ; 
in eclampsia, pure and simple, the urine often boils solid. In 
all three, the kidneys are implicated or may become implicated ; 
and in all three, the renal state participates in the development of 
a toxemia. While, however, the complications of pregnancy in 
women with chronic nephritis are naturally and rightly attributed 
largely, or mainly, to the stute of the kidneys, a toxzemia following 
accidental hemorrhage is imputed to a cause other than renal 
insufficiency; and the same is the case with eclampsia. In 
eclampsia, though renal lesions are common, they are so often 
out of proportion to the severity of the convulsive attacks that 
it is conceived that the renal state has no direct relation with the 
toxemia. If eclampsia is dependent on renal insufficiency, the 
renal lesions, it is argued, should be commensurate with the 
clinical picture. 

It is, however, clear that the kidneys are always implicated in 
eclampsia, and that their- enforced inactivity plays a large part 
in the development of convulsions. Whatever the structural state 
of the kidney, oliguria or anuria always occurs with eclampsia, 
and this functional incapacity precedes the eclampsia. Though 
the convulsions may still further impair the kidneys and convert 
an oliguria into an anuria, a diminished output of urine always 
precedes the fits. The outstanding phenomenon of pre-eclampsia 
is a diminished output of urine; eclampsia and diuresis are incom- 
patibles. Conversely, the basis of all treatment is to get the 
kidneys to act, all experience teaches that if this happen, the 
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patient will get well.* How, then, can deficient eliminating 
powers of the kidneys be dismissed as a cause of eclampsia ? 
Unhappily, the microscope has misled observers. The 
discovery post-mortem that the kidneys may show little cellular 
change is not evidence that the kidneys were working efficiently 
during the fatal illness ; it simply demonstrates that the renal struc- 
ture has not been greatly damaged. If an anuria be induced rapidly 
and if fits and early death ensue, how can one expect the kidneys 
to show evidence of marked disease ? The microscope displays the 
dead or dying cells, it does not show the cells that were wounded or 
thrown out of action. In the same way, the (reputed) occasional 
absence of albuminuria is disconcerting, but the failure to find albu- 
min does not indicate that the renal output is normal or sufficient. 
The existence of albumin in the urine of pregnant women per se is 
of little moment, it suggests that the kidneys are not normal—it 
indicates that a worse condition may arise, and is therefore impor- 
tant, but the point that matters is whether the kidneys are remov- 
ing from the blood the waste products in sufficient amount per 
unit of time. If the woman is passing plenty of water, however 
much albumin it contain, we may suppose this is so.¢ The diminu- 
tion in the excretion, the passage of an insufficient quantity each 
twenty-four hours, not an albuminuria, is the great danger sign. 
The fact that when chronic nephritics become pregnant, 
they rarely become eclamptic, re-inforces the opinion — that 
eclampsia depends on some other factor than inefficient kidneys, 
and this certainly is so. Eclampsia does not depend only on 
inefficient kidneys: it depends as well on an_ inefficient liver. 
Blockage of both ureters or removal of the only kidney does not 
produce eclampsia—nor does stasis in the renal veins. That the 
liver is gravely affected in eclampsia is admitted. If poisons 
from the intestinal tract get into the systemic blood unchanged, 
and if the kidneys cannot remove these poisons sufficiently 
quickly, eclampsia results. These are the essential factors con- 


*Geipel reported a case, diagnosed clinically as eclampsia. On the 
seventh day, the excretion of the urine had become abundant, but the 
cedema remained unaltered, Cheyne-Stokes breathing appeared and the 
patient died. There had been only one fit, half an hour after delivery, and 
this had been followed by anuria for four days. Post-mortem : extensive 
necrosis of the renal cortices, and a peculiar necrosis of the spleen were 
found. The liver, apparently (macroscopically and microscopically) was 
normal,10 

+The specific gravity of the urine in relation with the amount passed 
per day is obviously an important sign of renal efficiency : Fishberg regards 
it as a reliable test of renal function. ‘As is well known, the maximum 
specific gravity of the urine falls progressively as the kidney fails and 
forms a measure of the functional capacity.’’? 
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cerned in eclampsia. Other factors, possibly, come into play— 
such as the waste products produced peripherally, in the striated 
muscles, under certain conditions, but these are subsidiary, 
and may be neglected. If, then, in chronic nephritis the liver 
is normal or sufficiently normal, and the woman becomes pregnant 
and the liver remains adequate, why should eclampsia be expected ? 

Whether in chronic nephritis, apart from pregnancy, the liver 
is normal, | do not know; Saint-Blaise speaks of ‘“‘la_ foie 
Brightique’’*>; but in most cases the organ seems adequate. 
In spite of that, chronic nephritics, when pregnant, occasion great 
concern. Not eclampsia —not an_ hepatic disability —however, 
is feared, but exaggeration of the renal condition and especially 
abortion or miscarriage. In order that term may be reached or 
a viable child be born, constant and careful supervision is 
necessary. How different from this is the ordinary case of 
eclampsia—occurring as a rule in a young, previously healthy 
primigravida, who up to the attack has been busy, active, and 
running her house. If in the latter case, the manner of living— 
by restricting the blood flow through the liver and kidneys—is 
the cause of the eclampsia; in women with chronic nephritis, 
spending their days on a couch or in bed, the acute liver abnor- 
mality from such cause is prevented. Why, then, be surprised 
that such women escape eclampsia ? 

It is true such a woman may become ‘‘ureemic’’—chronic 
nephritics, apart from pregnancy, become uremic.* But if the 


*It seems necessary here to attempt a definition of ‘“‘ureemia.’’ De 
Wesselow gives Volhard’s classification4s : (1) True Ureemia; (2) Pseudo- 
Ureemia; (3) Mixed Urcemia. 

The symptoms of true uremia are weakness and wasting, gastro- 
intestinal disturbances, liability to infection, motor hyperexcitability, and 
hyperpneea. ‘True ureemia is frequently a singularly undramatic condition, 
and- is, in many instances, indistinguishable from the so-called latent 
ureemia which follows bilateral calculus suppression, or cortical necrosis 
of the kidneys.’”’ There is nitrogenous retention, and, de Wesselow adds, 
phosphate retention. The blood-pressure may be raised. The actual 
cause of death is unknown. 

The symptoms of pseudo-ureemia, or ‘eclamptic pseudo-ureemia,” are 
headache, vomiting, slow pulse-rate, and generalized convulsions. The 
patient may lapse into coma without preceding convulsions. ‘The 
symptoms of the condition, whether cccurring in connexion with acute 
nephritis or with true eclampsia, are the same.” The blood is dilute. “In 
contra-distinction to true ureemia, the blood-urei content is not appreciably 
increased, and phosphate retention is absent...” | 

Mixed uremia is a mingling of these two. ‘In subacute nephritis the 
two'types of ursemia may coexist, and this fact has, in the past led to 
considerable confusion.” There are raised blood-pressure, hydreemia, 


convulsions, retention of nitrogenous waste products and phosphates. 
(de Wesselow39), 
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chronic nephritis is so bad as to render uremia likely, pregnancy 
will scarcely occur, or, if it does, will not continue. If, then, a 
woman with chronic nephritis becomes pregnant and the preg- 
nancy continues and she becomes convulsed, the convulsed state 
must be attributed to the pregnancy, and the nephritic state be 
regarded as a predisposing or even precipitating cause. From the 
clinical point of view, these cases differ not at all from eclampsia, 
“and according to Whitridge Williams are to be treated ‘along 
“the same general lines.’’*? Possibly, efficient treatment before the 
fits—rest in bed and proper diet--such as we give in pre-eclampsia 
and should give in nephritic toxzemiat?—would prevent the ‘‘ure- 
mia.’’ Clearly, if a patient with chronic nephritis and a good 
abdominal wall or a uterus larger than normal for the time of preg- 
nancy (e.g., with twins), leads an active life, a liver defection may 
arise, as may an exaggeration of the renal difficulty. In such cases, 
the post-mortem shows not only signs of an old-standing nephritis, 
but also recent pathological changes identical with those found in 
eclampsia are present. Possibly liver changes occur, also in line. 
Necrotic changes may indeed be absent,‘? but it must be remem- 
bered that even in ordinary eclampsia, the liver lesions, like the 
renal, are variable. In a case of eclampsia complicating concealed 
accidental hemorrhage reported By Couvelaire,4 the liver was 
simply pale, and microscopically no lesion pathognomonic of 
eclampsia was found. Kehrer discussing Geipel’s case of anuria, 
which also followed premature separation of the placenta but in 
which no eclamptic phenomena appeared, stated that cases of 
eclampsia occur without liver changes, the poison affecting 
especially the cerebral cortex.!5 Recovery of the liver is also a 
possibility, and seems to explain the apparent normality of the 
organ in Geipel’s second case in which, seven days after the only 
fit, death occurred.!° 

The differentiation between eclampsia and uremia clinically 
is a fine point, and often impossible. The progress 0° the patient 
after delivery may have to decide it. If the blood-pressure and 
urine become normal ‘‘by the end of the second or third week,”’ 
the convulsions are imputed to have been eclamptic, otherwise, 
uremia was the cause.42 But if a pathological process result 
in changes which persist, how can it be considered as 
different in nature from a pathological process, producing an 
identical clinical picture and similar underlying changes from 
which complete recovery occurs? Does the fact that lesions in 
the ‘one existed before the attack, while in the other they did not, 
affect the issue? But lesions which persist do not always seem 
to have existed prior to the illness. It is true that in eclampsia 
the kidneys frequently, perhaps usually, recover, but it is also 
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true that eclampsia may determine persistent renal changes with 
all their results (high blood-pressure)! so also, in chronic 
nephritis, pregnancy tends to leave the kidneys worse. Whitridge 
Williams states that if a pregnant woman with chronic nephritis 
is not seen ‘‘until after the onset of convulsions the condition is 
usually mistaken for eclampsia’; but the only proof he gives 
that the condition is not eclampsia is that after delivery the blood- 
pressure remains high, and albuminuria with casts continues. 
The occurrence of retinal haemorrhages and albuminuric retinitis 
may indeed help in the differentiation, but ‘‘it is to be remembered 
that such lesions occur only in a-fraction of the cases of nephritic 
toxemia, so that a negative finding by no means precludés its 
existence.’’4? 

‘In the endeavour to distinguish between these two clinicai 
states, emphasis has been laid on the state of the blood; and 
broadly speaking, we may say that the blood pictures are different. 
In eclampsia, the non-protein nitrogen of the blood is not greatly 
raised,* in uremia, the increase is marked. And it is thought 
that because in eclampsia, the non-protein nitrogen of the blood 
is only slightly different from the normal that eclampsia is not a 
urzemia—is not due to an increase of waste products in the blood, 
and not due to a primary défect of the excretory organs. In 
chronic nephritis, it is argued, the non-protein nitrogen .of the 
blood is greatly raised, but these patients more often abort than 
become eclamptic; in eclampsia, the non-protein nitrogen of the 
blood is only slightly raised, yet convulsions appear and domi- 
nate the picture. 

The non-protein nitrogen in the blood does not represent 
the sole waste product in the blood; the kidneys play an 
essential part in maintaining a sufficient alkalinity of the blood, 
and in doing this excrete various bodies. Apart from this, 
there are great differences between the woman already the subject 
of chronic nephritis who becomes pregnant, and the healthy young 


*That the non-protein nitrogen in the blood in toxeemic pregnancy is 
raised seems certain: see Killian and Sherwin,!6 Caldwell and Lyle? and 
de Wesselow,38 Mackenzie Wallis,37 however, states that no strikink 
deviations from normal pregnancy occur; Plass,3! states that “these consti- 
tuents are usually, but not invariably, increased above the normal pregnancy 
values, but less frequently exceed the commonly accepted ———_ for 
non-pregnant individuals .. .” 

But if an individual is witht and eating and the excretory organs 
are inefficient, an increase of the non-protein nitrogen in the blood would 
seem a reasonable expectation. “With few exceptions, defect of the urea 
excreting power of the kidneys appears to be the rule in cases of the 
toxremias of pregnancy, .. (de Wesselow.3%) 
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woman, who being pregnant, becomes the subject of a preg- 
nancy toxemia. In the one, the non-protein nitrogen of the 
blood is already raised; in the other, the non-protein nitrogen of 
the blood is normal. In the one, the cerebral cells have already 
become accustomed to a raised percentage of the non-protein 
nitrogen in the blood; in the other, the cerebral cells are strange 
to such a rise. The question of adaptation plainly comes in here. 
An individual habituated to morphia, alcohol, or arsenic, is 
unaffected by doses of these poisons to which the unhabituated 
readily responds. The babe in arms, upset by food, becomes 
convulsed ; the non-pregnant adult, upset by similar cause, usually 
suffers simple headache and malaise. In normal man, on an ordi- 
nary diet, the blood urea varies from 20 to 40 mg. per 100 c.cm. of 
blood ; but in elderly people it may reach 50 mg. or more ‘without 
any definite evidence of renal disease apart from senile changes"’ 
(Maclean'*)—i.e., without apparent effect. And if the result of 
acute nephritis, e.g., from scarlet fever, is a ‘‘pseudo-ureemia’’* 
(de Wesselow*’), the non-protein nitrogen of the blood must be 
less than in cases of ureemia caused by chronic nephritis; but the 
convulsions in the former, according to de Wesselow, are more 
severe than those in the latter. Thus, the fact that the marked 
rise of non-protein nitrogen in the blood in pregnant nephritics is 
ineffective in producing convulsions, does not invalidate the con- 
ception that when pregnancy occurs in a healthy young and strong 
nullipara, a slight rise of the non-protein nitrogen in the blood 
may result in eclampsia. 

Moreover, the non-protein nitrogen of the blood is not a homo- 
geneous substance; it represents the nitrogen contained in several 
very different non-albuminous bodies. Some of these, such as 
urea, whatever their percentage in the blood, are perfectly harm- 
less+ others (perhaps certain amino-acids, or other nitrogen- 
containing bodies), even in small doses are noxious. f The 
headache and malaise of bilious attacks and also those of pre- 
eclampsia show that some or other product of certain food-stuffs is 


*See footnote p. 714. 

+Increase of urea in the blood must affect the osmotic pressure of the 
blood (Gram, 12), and thus have various influences For example, it must 
increase the absorption of all sorts of bodies from the gut and thus tend 
to induce headache, malaise and even convulsions, 

+ there is no evidence that the nitrogenous waste-products exert 
any toxic influence upon the organism, ... (Their) retention . . is a useful 
guide to the degree of renal damage present, but in itself is apparently 
harmless; . . . But neither de Wesselows®, nor Maclean!® consider in 
this respect the effect of any other non-protein nitrogen body in the blood 
than urea. 
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noxious. If, then, the non-protein nitrogen in the blood is greatly 
raised, and if this rise is due to the accumulation of harmless 
bodies, such as urea, the patient naturally remains unaffected : 
but if the non-protein nitrogen in the blood is only slightly 
raised, but the increase is due to noxious bodies, the patient is 
not likely to remain unaffected. This seems to explain the apparent 
discrepancy between the increase of non-protein nitrogen in the 
blood and the reaction of the patient in these two types of case. 

The noxious non-protein nitrogen bodies arise mostly in the 
gut and on absorption are destroyed by the liver, being converted 
by the liver into some harmless substance, possibly urea.?° 
They also probably arise to some extent at least and under certain 
conditions in peripheral tissues, which tissues, apparently, how- 
ever, have the power of destroying them, just as they have the 
power of converting unwanted amino-compounds, brought to them 
in the blood, into urea (Folin and Dennis*). In this respect, it is 
interesting to note that in such a low vertebrate as the frog, the 
products of the muscular activity of the hind limbs—those used 
in locomotion and thus on which the preservation of the animal 
depends—pass in part through the kidneys, but in part through 
the liver—by way of the renal-portal vein. Otherwise, they pass 
by lymphatics straight to the lungs. This indicates that muscular 
activity, in the absence of a good respiration, produces waste 
products inimical to the host; and thus, that the effect of peri- 
pheral metabolism in man must not be lost sight of in considering 
such a question as eclampsia. In warm-blooded vertebrates, 
the renal-portal vein does not exist, being unnecessary; the 
increased oxidation in the periphery doubtless was the cause of 
this disappearance, as it is probably the cause of the con. 
version of dangerous non-protein nitrogen products into urea 
or some other harmless body at the place where these bodies are 
formed. Possibly, during the fits of eclampsia, not only sarco- 
lactic acid, but noxious nitrogen-containing products are let loose 
and enter the circulation, and play their part in the advance of 
the disease. 

We are not considering the effect of eclampsia, however, but its 
cause; and the increase of non-protein nitrogen in the blood in 
relation with this. In chronic nephritis, the liver is, apparently, 
normal and the gut is the great source of noxious non-protein 
nitrogenous bodies, therefore since the liver converts these noxious 
bodies into harmless ones; a rise of non-protein nitrogen in the 
blood without convulsions, cannot be very surprising. In the pre- 
eclamptic state, the liver is not normal, it is not working as it 
should, and if noxious products from the gut get into the portal 
vein, they stand a good chance of entering the systemic blood 
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unchanged—passing either through the liver itself or by way of 
anastomotic channels. If up to this moment, the kidneys have been 
working fairly well, but now also strike work, even a small rise of 
non-protein nitrogen in the blood may be effective in causing 
convulsions. 

Personally, | believe that eclampsia is simply a uremia. By 
‘“‘ureemia,’’ | mean a pathological state, characterized by a rise, 
however slight, of some nitrogenous waste or by-product in the 
blood, due to impairment of the liver or kidneys or of both. The 
definition is unaffected by the variety of the waste or by-product, 
provided it come from protein, whether of endogenous or exo- 
genous source, nor does its amount matter. The conception of 
uremia at present held by most writers is simply that of the 
terminal stage of a long-lasting disease, but to recognize uremia 
first at this stage helps no one. To-day’s diagnosis of ureemia from 
its terminal symptoms and signs is comparable to diagnosing a 
case of carcinoma of the breast only after a large lump, fixed to 
the chest wall, with extensive lymph-gland involvement and with 
widespread metastases, is present; such a definition is worse than 
useless. Defective kidneys, plainly, must tend to produce urzmia, 
but uremia frequently is prevented by prolongation of the renal 
activity at the lower level of efficiency, the incapacity for pro- 
ducing a highly concentrated urine being compensated for by a 
corresponding polyuria (Fishberg,’). Thus, the kidneys work 
overtime, when, if they were nermal, they would be resting. In 
the pregnant woman, a curtailment of the renal activity, of which 
a diminution in the output of urine is an indication must result in 
uremia. If the liver be healthy, it may matter little, but if- the 
liver be inactive, then instead of harmless non-protein nitrogenous 
bodies accumulating in the blood and tissues, noxious ones enter 
the organism. 

This opinion is based on what happens when a dog with an 
Eck’s fistula is given meat,?? and on the well-known effect 
of food as a precipitation of eclampsia.“ The former, I think, 
shows that some non-protein nitrogenous body is responsible for 
the convulsions: the intoxication, apparently, is not simply an 
acidosis.22 But whether the convulsions of pregnant women 
are due to a rise of this, or to an increase of some other 


*It is interesting to find that Van Slyke, in his experiments on dogs, 
in which he injected a solution of amino-acids intravenously, found that 
an over-dose in one case produced a convulsion with subsequent death. The 
heart weakened before the injection was finished. The dog was a female 
in the early stage of pregnancy and had been kept on a protein-free dict 
for nine days before the experiment.36 (Exper. 4, p. 224). 
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waste product in the blood, does not greatly matter. The essential 
point is that eclampsia is caused by an inability of the liver and 
kidneys to function adequately, because these organs are com- 
pressed--during posture and during sleep at night,?4 and especially 
by movement to the extent that the blood-flow through them is 
impaired. This is the point that matters; for if it be true—if the 
facts fit—-we become immediately masters of the situation; we can 
tell in which type of individual eclampsia is likely to occur, can 
warn predisposed individuals and more readily prevent the disease, 
and we shall know best how to treat it. In certain cases, no con- 
vulsions appear during the pregnancy; but the labour so further 
upsets the viscera that during the puerperium eclampsia is induced. 
Flow often in the early puerperium the administration of food pre- 
cipitates the disaster, | do not know, but I know of one fatal case 
caused, in my opinion, by gruel. After labour, a woman requires 
rest, not food; and especially if there has been any suggestion of 
visceral difficulty or disorder. 

| have already given some reason for this opinion. In 1913, 
I showed that the intra-abdominal pressure is increased in preg- 
nancy, more especially in first pregnancies; and that this depends 
on the rapid enlargement of the uterus, and the response of the 
abdominal walls74; and in 1921, I showed that the incidence of 
eclampsia, the selection of cases by the pathological process, is 
in alignment with the idea—the facts fitting almost exactly?5. The 
fate of the fat-laden connective tissue within the abdomen during 
pregnancy is confirmatory. The disappearance of the fat in the 
great omentum, in the peri-nephric tissues,” and in the pelvis 
(Veit, 44), with the advance of pregnancy, as shown by the findings 
at Caesarean section and by other inquiry, even in women, who 
are not emaciaied but on the contrary possess sub-cutaneous 
tissues well laden with fat, demonstrates that during pregnancy a 
force within the abdomen arises, producing in unessential tissues 
an atrophy and tending in others to prevent the hypertrophic 
response so necessary for the well-being of the individual. The 
regressive changes in the abdomen produced by pregnancy are 
not limited to the musculatures enclosing the visceral mass; av 
times, they occur also in the viscera themselves, and a metabolic 
upset, even the appearance of convulsions, is the natural result. 
So also we see that marked variations in size of the full-time child 
occur; primigravidse, the child from this cause is usually 
smaller than multiparaze—successive new-born babes of any 
healthy woman tending to increase in size. 

*Geipel refers to this particular in one case, thus: Fettkapsel mittel- 
stark.19 It is not supposed that a complete disappearance of fat always 
oceurs : variations like those of the child’s size are to be expected, 
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Nothing but an impediment to the circulation in the abdomen 
can explain these phenomena of atrophy, inhibition, and 
regression. No one of the specific toxemic hypotheses of eclamp- 
sia does so, nor does any one of these hypotheses explain eclampsia. 
In this respect, the conception that the syncytium is inherently 
evil and that its descendants, living or dead, act perniciously in 
this way, is unjust, unwarranted and untenable; on the face of it, 
it is an absurd supposition. The idea that specific antibodies in 
pregnancy arise and prevent toxemia has not been maintained ; 
the supposition that the endocrine glands, including the breasts, 
by some aberration, occasion eclampsia has no basis in fact.* 
Although the milk-fever of cattle, on which the mammary con- 
ception of human eclampsia was founded, and which is an eclamp- 
sia or an eclamptic state or allied to eclampsia, is precipitated by 
a great Mammary activity, yet is there no disease, no abnormality 
of the udder. The only feature is the enormous output of 
milk for which these beasts are bred. The milk-fever of cattle 
is explained by a deficiency in function of the excretory organs, 
of the liver and kidneys, occasioned by circulatory disturbances 
which the physical state of pregnancy and the great vield of milk 
after labour in these cattle successively determine?’. 

That aberration in the circulation can occasion a toxemia is 
plain. Valvular disease of the heart with loss of compensation 
presents a clear example. With failure of the central organ a 
toxemia arises, obviously of purely mechanical origin. The 
toxemia is due to inability of the body parts, especially of the 
liver and kidneys to function adequately. In the same way, an 
obstruction to the blood flow through visceral parts in pregnancy, 
however good be the heart, can produce a toxemia. It also is due 
to failure of the excretory viscera. Truly, the two toxemias are 
different, but so are the ways in which each patient lives. The 
one with failing heart is contined to bed and cannot eat; the woman 
pregnant, with her heart quite good or even hypertrophied but 
with viscera about to strike work, is busy and active and usually 
‘ats well. In fact, a good meal seems often to precipitate the 
disaster. In the same way, Matthews Dunean’s criticism (1857)— 
so often repeated -that ovarian tumours and fibroids often grow 
as large or larger than the pregnant uterus, and seemingly must 
produce as great or greater pressure on the viscera yet do not 
produce eclampsia,® loses its strength. Manometric observations 
of the pressure in the rectum in these respective types, the con- 
dition of the abdominal wall in each, and the manner of living are 

*Crook seems to think that possibly the toxcemia of pregnancy is related 
to or caused by aberrant action of endocrine glands affecting the water 
metabolism of the body.5 
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all different. Women with large ovarian cysts are not busy and 
active, anorexia is a common accompaniment.?° 

Moreover, there is another difference, the blood-pressure is not 
so raised. This certainly is so in cardiac cases, it holds also in the 
others, and makes a big difference. A concomitant, universal, in 
the eclamptic process is a raised blood-pressure*. That this is so 
has long been known. The older physicians applied ice to the 
head or even douched with cold water the head and bust of 
patients suffering from puerperal convulsions. They noticed the 
throbbing of the carotids and the suffused aspect of the face, and 
referred the effect of food, as a precipitant of puerperal convul- 
sions, to its determining a marked flow of blood to the head. 
Blundell (1828) even showed that a great determination of blood 
to the head can produce convulsions, comparable in every way 
with those of the puerperal woman. He obstructed the aorta in the 
dog and found that convulsions occurred; but if he bled the ani- 
mal first, convulsions were prevented.! He compared the convul- 
sions of pregnant women with those of infants due to stomach — 
upsets, and mentioned the value of the hot bath in both. The hot 
bath acts as a ‘“‘diffusible stimulus’’—it dilates peripheral vessels, 
and thus detracts blood from the head.1 We may add that it also 
relaxes striated muscles—for instance, those of the abdomen, and 
if the blood-flow through the liver and kidneys is obstructed by 
undue contraction of the abdominal wall, the hot bath, by reducing 
muscular tonicity, must favour the blood flow through these 
viscera previously obstructed in this way, and facilitate their 
functioning. Venesection, perhaps, has more immediate effects in 
reducing blood-pressure, it also seems to act by reducing the 
“strength’’ of the patient—in which the tonic contraction of the 
abdominal muscles is a factor. Morphia, chloroform, veratrum 
viride, the lateral position, starvation and purgation, and emptying 
the uterus, all act in the same way. They do so either at once or 
in time, either directly or indirectly or in combined fashion. 
According to Barton Cooke Hirst, the best and quickest way of 
reducing the blood-pressure is by puncturing the membranes and 
letting out the liquor amnii.14 Such an act, from Baudelocque’s 
time to to-day, has been noticed to cut short the convulsions in 
eclampsia. 

Thus, while a rise of the non-protein nitrogen in the blood 
of a pregnant woman may be the exciting cause of eclampsia, it 
acts only if the blood-pressure be raised. The compression of the 
abdominal visceral mass, the rise of waste products in the blood, 


*« cases of true eclampsia are said to occur without any definite 
rise in the blood-pressure. Further investigation is highly desirable.”’59 
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and the increase in volume of the blood, a concomitant of preg- 
nancy”, are all determinants of this increase. The blood, unable 
to traverse with ordinary facility the abdominal visceral mass, 
chooses channels more open to it—those of the limbs and the brain. 
Thus, the cerebral cells are impregnated with a vitiated blood 
under greater pressure than normal—and convulsions result. The 
relief of the abdominal compression, by yielding of the abdominal 
muscles, whether caused by the hot bath or the other remedies we 
have mentioned, diminishes the blood flow through the brain, thus, 
though the blood remain for the moment as vitiated as before, 
convulsions cease. But the reason that less blood traverses the 
brain is that more blood now passes through the abdominal 
viscera, including the excretory organs, for the difficulty existing 
before is diminished or removed. Thus does the blood tend to 
become immediately less vitiated. 

Just as an interaction between the blood flow through the 
abdomen and that through the limbs and skull exists—as shown 
in the normal by the mechanics of ‘‘attention’’; in normal preg- 
nancy, by the improvement in physique and the brighter 
mentality ; and, in eclamptic states, by the occasional bursting of 
blood vessels (cerebral hzemorrhage)—so between the several 
visceral parts within the abdomen is the same force in play. The 
idea that the blood supply to different parts is determined solely 
by vaso-motor control is erroneous. In ‘‘attention,’’ there is an 
increased blood supply to the brain, but this is caused by a 
tightening up, of all the muscles of the body, those of the limbs 
and of the abdomen, not by a contraction of arterioles other than 
those of the brain. The latter, if it occurred, would result in 
stagnation of blood in the capillaries and veins in the limbs and 
abdomen, and thus less blood than more would be sent to the brain. 
In the same way, Goll! found that by tying the branches of the 
abdominal aorta other than the renal, the output of urine was 
increased. This was caused not by the need of the animal, but 
by obstructing the blood-flow through other parts. 

In the abdomen, the blood has only three possible paths— 
by way of the liver, by way of the kidneys, and by way of the 
uterus. Each of these has some peculiarity. The blood can 
reach the liver in several ways: by the gastro-intestinal path and 
portal vein, by the pancreatic path and portal vein, and by the 
spleen and portal vein. Blood can also reach the liver directly, 
by way of the hepatic artery; and according to Macleod and 
Pearce, in the dog,‘ from 26 to 32 per cent. of the blood which 
flows through the liver is derived from the hepatic artery’’°— 
an opinion which McMaster and Rous”! tentatively accept. 
The arterial blood mixes with the venous portal blood in 
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the hepatic lobules, so that—if the conditions in the dog and in 
man may be regarded as comparable—‘‘about one-third of the 
blood in the liver is arterial’’®, The kidney receives only arterial 
blood, but in the organ the supplying renal branches divide into 
cortical and medullary arterioles—so that blood entering the organ 
has a choice of two paths. In the pregnant uterus, the placental 
supply, from its magnitude, distinguishes this path. The volume 
of blood passing at any one time through each of these three 
main paths depends for one thing on the several resistances—that 
is, on the resistance in the liver, on that in the kidneys, and on 
that in the uterus, all of which are conditioned not only 
by the calibre of the corresponding supplying arterioles (vaso- 
motor control), but also by the compression of the capillaries or 
sinuses into which these arterioles open. 

Thus, although with diminution of the intra-abdominal 
pressure, the blood flow through the liver and kidneys is increased, 
the increase through each is proportional to the resistance offered 
to the passage of the blood through the other; and, moreover, to 
the resistance obtaining in the remaining possible tract (uterine). 
If the placental’ circulation should cease (intra-uterine death of 
child), more blood will go through the excretory organs and more 
blood will go through the liver or through the kidneys according 
to circumstances. If extensive areas of the renal cortices are 
necrosed, or the block preceding this states persist—so that blood 
cannot get through, more blood will traverse the hepatic tract than 
if the renal resistance were less. The blood will reach the liver in 
greater volume by one or other of the several ways, but more 
particularly by the hepatic artery, since the aortic pressure must 
be raised and the blood has not to traverse an intervening capillary 
bed (gastro-intestinal, pancreatic, splenic). In any case, more 
blood will go through the liver. We may thus suppose that 
waste amino-compounds or noxious nitrogen bodies, in the 
systemic blood, will be converted into urea—and at a greater 
speed than normal; but the urea, because of the renal state, will 
accumulate in the blood* If, on the other hand, the block to the 
blood flow in the kidneys is less, less blood will go through the 
liver and more through the kidneys. A lesser proportion of waste 
nitrogen-containing compounds in the blood will be converted 
into urea; but the kidneys will continue to get rid of all such 
bodies. If, however, a block in the liver, comparable with that in 


*Compare the case of puerperal suppression of urine reported by Crook. 
In spite of the apearance of urine, the urea in the blood rose to a great 
height but there were no convulsions. I believe I am right in saying 
that the mentality of these patients is fairly clear much more so than after 
eclampsia. And they do not get convulsions. 
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the kidneys with anuria should occur, the patient will die, for the 
kidneys alone cannot cope with the situation.* When the block 
is complete, neither blood from the portal vein nor from the 
hepatic artery can traverse the organ: acute yellow atrophy 
rapidly ensues and ends the scene. In this case, the vomiting, 
acting mechanically on a liver already seriously compressed by 
the pregnancy and in many cases further disturbed by the labour, 
seems to determine the disease. Vomiting, when _ persistent, 
renders hepatic activity difficult or impossible?® and similarly 
militates against renal efficiency?’, so that even if the kidneys are 
good to start with and an hepatic block favours their supply, they 
rapidly become impaired. 

In eclampsia, the block to the blood-flow through the excretory 
organs is usually not absolute, so that improvement is possible ; 
and naturally, with the return of the circulation through these 
parts, they gradually begin to work again—and in a manner 
depending on the state of their cells. The liver, we are told, is 
capable of rapid regeneration?! 2 34, the kidney also is capable 
ot recovery,®> The return of these organs to the normal explains 
the patient's recovery-—just as an incomplete return explains the 
persistence of ill-health. Under favourable conditions, the vitiated 
state of the blood tends to abate and ultimately to disappear. The 
return to the normal, however, is not uncomplicated. It has been 
shown that during early convalesence from toxemic states 
the nitrogenous non-albuminous constituents of the blood rapidly 
increase but as rapidly fall8°, and that this happens particularly 
im cases with marked cedema’?. Moreover, the more favourable 


*Willcox lays stress on the “‘toxiphylactic function’ of the liver, a 
function which, he says, ‘‘has not been sufficiently recognized.’ ‘‘The liver 
is the organ which is mainly responsible for removing poisons, whether 
exogenous or endogenous, from the blood stream. It is the main protective 
organ of the body from poisons of all kinds, .. .’4! If arsenic be taken 
by the mouth, it is found in the liver; if “arsenobenzol derivatives be given 
intravenously and death occurs within a few days, a large proportion of 
the poison will be found in the liver.’’40 

The latter statement is interesting and seems to indicate that much more 
blood goes to the liver by the hepatic artery than is commonly imagined. 
Thus, with both kidneys out of play, the blood is still purified which 
explains how it is that life may continue almost unaffected for several days 
(commonly about ten). But with both kidneys intact and the liver out 
of play, the whole picture is different : poisons rapidly accumulate in the 
blood, and the patient cannot live one day. “Quite recently, Mann and 
others? of the Mayo Clinic have succeeded in the operation of extirpation 
of the liver in dogs. A preparation lasting three months is required, and 
then when the operation of extirpation is completed, the animal only lives 
for twenty-four hours as a maximum, and probably much less, life being 
maintained for this short period by glucose injections.’’ (Willcox4!). 
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prognosis of eclampsia with oedema than in cases without oedema, 
has been commented on.*?, While the latter has been supposed 
to indicate that something harmful is locked up in the oedema 
fluid, the former has been brought forward as an additional 
evidence against the visceral conception of eclampsia. But the 
rise of non-protein nitrogen in the blood with subsidence of the 
fits and an improvement in the patient no more shows that an 
impairment of the viscera is not the cause of eclampsia than do 
the other arguments advanced against this hypothesis which we 
have mentioned. In the normal, with the involution of the puer- 
peral uterus, a similar but slighter rise of non-protein nitrogen in 
the blood occurs. Longridge at least has shown that the excretion 
of total nitrogen in the urine rises considerably on the fifth and 
sixth days of the puerperium, and continues so at a high level 
for some days; this he attributes to the involution of 
the uterus'*. It seems a fair deduction to suppose that during 
this time the non-protein nitrogen of the blood is increased. In 
toxeemic cases, the question is whether during early convalescence 
chemically innocuous or noxious nitrogen-containing bodies are 
thrust into the circulation; and, if the latter, whether the liver can 
deal with them. But how after eclampsia the tissue cells react, 
and how oedema exerts an apparently favourable influence on 
toxzemic patients, wrapped up as these questions are with the 
cause of oedema and of its subsidence, are problems which for the 
moment may be left. What is certain is that if the blood 
pressure is falling or is normal, if the output of urine is increasing 
or is abundant, and if no sign of impairment of hepatic activity 
such as jaundice or vomiting exists, the patient presents a picture 
of continued improvement or is smiling and appears perfectly well. 
The facts of chronic nephritis in pregnancy rather support this 
conception. The common observation that chronic nephritics more 
often abort or miscarry than become eclamptic shows at least that 
autolytic products arising in the placenta are not the cause of 
eclampsia—for if they were, chronic nephritics of all pregnant 
women should most often become eclamptic. The efficiency of 
the liver saves these patients from eclampsia; the insufficiency of 
the placenta, become hemorrhagic and infarcted, explains the 
abortion or the miscarriage. The cause of such change in chronic 
nephritics is of easy explanation: the high blood-pressure in the 
systemic arteries is felt in the chorionic or placental sinuses, the 
walls of which, unable to meet such pressure, give way. In cases 
that go to term, we may suppose that the change in the kidneys 
is not very advanced, the rise of blood-pressure is not great, and 
perhaps that the walls of the placental sinuses are stronger than 
normal. Adherent placenta has yet to be explained. Possibly an 
explanation of it may be found in some such way as this. 
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The Prevalence and Duration of Breast Feeding in 
Hospital Practice.* 


(The Obstetrical Unit, Royal Free Hospital) 
By A. Loutse MclILroy, M.D., D.Sc., (Glas.). 


Professor of Obstetrics and Gynecology, University of London, 


It is difficult to ascertain from the literature any exact information 
as to the prevalence and duration of breast feeding in the com- 
munity as a whole. It will be granted that the prevalence of 
breast feeding ‘in hospital practice is greater than in private 
practice. In obstetrical departments it is the endeavour of the 
medical’ and nursing staff to induce the mother to nurse her 
infant ‘unless the mother is suffering from pulmonary tuberculosis 
or advanced cardiac disease when lactation is contra-indicated. It 
is not possible, owing to distance, for all infants born in a hospital 
to’ attend its welfare clinic. Many infants are taken to the local 
practitioner or to the Welfare Centre nearest their homes. It is 
thus difficult to collect information as to the duration of breast 
feeding. In the Obstetrical Unit of the Royal ree Hospital every 
mother is made to nurse her baby when possible, and every means 
available is taken to enable her to supply a sufficient quantity of 
milk for the needs of her infant. 

Complications with the breasts or nipples which prevent suck- 
ling are treated by digital expression, massage, hot and cold 
compresses, or nipple shields. Breast: pumps are emploved as 
seldom as possible since they are unsatisfactory. A deficient 
supply of milk is treated by fresh air, rest, generous dieting, 
freedom from work when possible, and, above all, care and atten- 
tion to the teeth. Caries of the teeth and pyorrhoea are at the 
root of a considerable number of failures in lactation. There is 
often a marked influence for the better upon the weight curve 
of the infant when the teeth of the mother have been attended to. 
During the last few months, treatment of the nursing mother by 
artificial sunlight has been carried out and the results are most 
encouraging. The effect of this treatment will be published later. 
If it is found that the supply of milk is inadequate and that it 
cannot be improved, supplementary feeds are given, in some cases 
twice daily, and in others by alternate feeds. Fresh cows’ milk is 
always preferable to dried or condensed milk. Sometimes, how- 
ever, it is found, on enquiry into the home circumstances that 
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fresh cows’ milk would not be available. In such cases a dried 
milk is given in order that the mother may be taught in hospital 
how to prepare it, and also that the infant may continue the same 
method of feeding at home as in the hospital. It is a mistake to 
carry out in hospital a method of feeding infants which is only 
possible by a trained staff, and which is beyond the capacity of 
the mother and her home surroundings. The infant suffers suf- 
ficiently from its dislocation from hospital at the end of ten days 
without adding to its discomfort by complete change of food. 

In some cases it is found that the mother cannot nurse her 
infant owing to difficulties due to her occupation, or to the neces- 
sity of separation from the infant. In these cases it is better to 
begin the artificial feeding in hospital, and also to treat the breasts 
for the prevention of lactation. 

Records of the feeding of infants in the Obstetrical Unit of the 
Royal Free Hospital show that on an average 5.1 per cent. of the 
infants leave the hospital entirely artificially fed. A very much 
larger percentage, however, of artificially fed babies present them- 
selves at the Welfare Clinics, showing that the mothers do not 
continue the hospital methods in every case. To ascertain with 
some degree of accuracy the after histories of these infants, and 
the duration of breast feeding | instituted a research into a number 
of women who had been delivered in the Maternity Wards. The 
‘method of procedure was as follows :— 

A questionnaire, in the form of a personal letter, was sent out 
to each mother and she was asked to bring her baby to the hospital 
for inspection about nine to twelve months after birth. If it was 
impossible to comply with this request, the mother was asked to 
reply on the stamped typed post-card enclosed. The question- 
naire was as follows :— 


No: Date sent out 
Date returned 
Health of baby 
How long breast fed 
Why weaned 
Weight 
If any illnesses since leaving Hospital 
Health of mother 
If any pregnancies since confinement in Royal Free 
Hospital. 


Out of the 850 women who were written to, the condition of 
730 infants was investigated. 

For purposes of classification the infants have been divided 
according to their appearance, general condition, and weight, into 
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three groups. 1.—Excellent when the growth and weight have 
been exceptionally satisfactory. 2.—Satisfactory when the growth 
and weight are average, and 3... Poor when the infant is below the 
average in general health, and when some congenital defect, or 
pathological condition has been present such as bronchitis or 
rickets. 

The histories of these infants are classified as follows :— 


Group A. 
Infants who have left the hospital entirly breast fed and con- 
tinued subsequently for nine months or longer. 


333 Infants. 45.8 per cent. of the total 730. 
Alive 317. Died 16. Primipare 168. Multipara 149. 


168 Infants of Primipare. 


Duration of Feeding in Months. 


Condition of 9 10 11 12 Total 
Infants at :— Months. Months. Months. Months. per cent. 


Excellent... 14 8 6 


Satisfactory ... 62 45 15 


| | 
Total... 17 24 | 


149 Infants of Multipare. 


Duration of Feeding in Months 


Condition of | 9 | 10 11 12 | Total 
Infants at:— == = months | months months months per cent 
| | 


Excellent 


| 
| 
| 
| 
| 


Satisfactory... 
| 


Poor 


Total | 
Infant Mortality: 16 Deaths= 
12 Multiparae. (1 set of twins) 4 Primipare, 
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Group B. 
Infants who have left the hospital entirely breast fed, but to 
whom supplementary feeds have been given later. 
33 Infants=3;5=4.5 per cent. 
Died o. Primipare 18° Multipare 15. 


Alive 33. 


Conditions of Infants 


| 
Supplemented at :— | Excellent. Satisfactory. Poor. 


End of Ist Month oo... PL 0 0 0 
End of 1st Month . M. | 0 2 0 
End of 2nd Month ... ... ... P. | 1 0 0 
End of 2nd Month ... ... ... M. 0 0 0 


End of 3rd Month 
End of 3rd Month 


End of 6th Month 
End of 6th Month 


End of 7th Month ... ... ... P. | 
End of 7th Month ... M. 1 


End of 8th Month ... ... ... P. 3 | 
End of 8th Month M. 0 


P= Primipare. 


M= Multiparee. 


Group C., 


Infants who have left the hospital partly breast fed and with 
supplementary feeds. 


7 Infants= per cent. 
Alive 6. Died 1. 
2 of Primipara, 1 excellent, 1 died. 
5 of Multiparze, all satisfactory. 


The food of these infants was supplemented because of 
deficiency of milk. 


Infant Mortality. 
unknown. 


One infant died at fifth month, cause 


When the infants leave the hospital with supplementary feed- 
ing it is always a question of deficiency due to the mother’s 
inability to feed, 


Group 


Infants who went out of the hospital breast: fed) but were 
weaned later, 
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320 Infants. 
Primiparze 166. Multipare 154. Died o. 


166 Infants of Primipare. 


| 
| Duration of Feeding in Months. 
| 


Condition of | __ Ist 2nd | 3rd 6th | 7th 8th Total. 
Infant at:— | Month. | Month. | Month. Month. , Month. Month. | per cent. 
| 


Excellent ... 6 2 | 4 | 26.4 


Satisfactory 20 17 29 66.3 


Poor 


154 of cain 


Duration of Feeding in Months. 


Sth 
Month 


Total 


Infant at :— per cent. 


Month | Month Month Month | Month 


Excellent .. 18.2 


| 


23 


73.4 


Condition of R Ist 2nd 3rd 6th jth 
| 
| 
| 
| 
] 


| 


Poor ... 


Total... ...| 29 42 


The infants were, as a rule, fed on cows’ milk, but some were 
fed on condensed and dried milks and a few on patent foods. 

The reasons given for weaning were deticiency of breast milk, 
but in a large number of cases the mothers said they were not 
strong enough to nurse and many were advised to take the infant 
off dhe breast by a doctor. Ten mothers had to go out to work so 
they weaned their babies. It seems a common practice to advise 
discontinuance of breast feeding without any attempt to treat the 
mother, so as to maintain, if possible, her milk supply. — The 
onset of menstruation was given as a 


reason. for weaning the 
infant in a number of cases, 
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Group E. 
Infants who have been entirely artificially fed. 


37 per cent. 


Of the 12 mothers who had Excellent children, 6 were primi- 
pare and 6 multiparz, all were apparently healthy women and no 
reason could be found for the deficiency of milk. The infants 
were excellent at the end of the year. 

Of those who had Satisfactory children there were 19, 12 primi- 
paree and 7 multiparz. 1 had heart disease, 1 deformed nipples, 
in 10 no reason was given but scarcity, all being primiparz. Of the 
7 multiparze with satisfactory children, 3 had tuberculosis and the 
others no reason but scarcity. 

Of those who had Poor children, numbering 6 in all, 2 were 
primipare and 4 multipare. The primiparze gave no reason but 
scarcity and of the 4 multipare, 1 infant was hydrocephalic and of 
the rest, (3) no reason was given but scarcity, 3 died. 


INFANT MORTALITY. 


Of 730 infants, 20 died during the first year. Mortality =2.7 
per cent. 


1 Infant died at 3 weeks of Pneumonia 
I 6» ” Prematurity 
2 8 5 » (1) Pneumonia, Measles 
(2) Cause unknown 
» (1) Cause unknown 
(2) Both mothers had toxamia 
mths. 55 Pneumonia 
” » (1) A mongol, had snuffles 
(2) ‘‘Nerves’’ 
(3) Enteritis 
(4) Cause unknown 
Whooping cough 
Premature twins 
ie Twins (mother died of Bronchitis) 
» (1) Broncho-pneumonia 
(2) Colitis 
» (1) Tubercular meningitis 
(2) Cause unknown 


Of these 20 infants 3 were fed artificially, 1 was breast fed and 
has supplemental feeds, 16 were entirely breast fed, 
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MATERNAL MORTALITY. 
8 per cent. 
All the mothers left the hospital alive. 6 deaths occurred 
within the first year. 3 primiparz and 3 multipare. 


1 Primipara died of Pulmonary Tuberculosis 
I i Committed suicide 
I - had decompression operation for brain tumour prior 
to the onset of pregnancy and was totally blind 
Multipara died of advanced Pulmonary Tuberculosis at 6th 
month 
» 9» Bronchial asthma at 7th month, her twirs 
died at 6th and 7th month 
» so» Gangrenous appendix at the end of vear. 


INFANTS OF DEAD MOTHERS. 

The infant of the mother with advanced pulmonary tuber- 
culosis did well on Allenbury’s Food. The twins of the mother 
with bronchial asthma died at the 6th and 7th month respectively, 
these were the only deaths. The other infants were well at the 
end of the vear. 


CONCLUSIONS. 
Total number of infants who were seen or answers received 
=730. Proportion to total number written to=8g.4 per cent, 


ANALYSIS OF SUBSEQUENT HISTORIES OF 730 INFANTS. 

Group A Entirely breast fed 333 =45.8 per cent. 

Group B Supplemental feeds after leaving 
hospital —... 33= 4-5 per cent. 

Group C Supplemental feeds in hospital 7=0.96 per cent. 
Deaths I 

Group D Artificial feeding substituted after 
leaving hospital 320= 43.7 per cent. 

Group E Never breast fed ... oT or - 37= §.1 per cent. 
Deaths —... 3 


Percentage of deaths of infants after leaving hospital: 2.75 per cent. 
Percentage of deaths of mothers after leaving hospital o.82 per cent, 


Although breast feeding is insisted upon when possible in 
Maternity Institutions (Obstetrical Unit of the Royal Free Hos. 
pital, g4.8 per cent. of the infants are breast-fed), this is not 
continued in every case after the discharge from hospital of the 
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mother. The health or occupation of the mother was given as a 
reason in the majority of cases. It is desirable that all Maternity 
Hospitals should have a follow-up system in co-operation with the 
Infant Welfare Departments or Clinics in order that supervision 
of the health of the nursing mother should be systematically carried 
out. 

It is a question whether a delicate mother should entirely feed 
her infant. Supplementary feeds may be necessary to maintain 
it in health. Supplementary feeds are more satisfactory than 
entire artificial feeding. 

In the investigation of 730 cases the housing, number of 
rooms, and wages of the father were recorded and taken into con- 
sideration. If the home surroundings were satisfactory, the infants 
were found to be in better health than those living under poorer 
conditions, even although the latter were entirely breast fed. 

Breast feeding among the poorer infants is more economical 
but it is counteracted by the struggle for existence and the home 
difficulties. It is difficult therefore to make a comparison. 

Breast feeding for nine months is the ideal to be sought for 
but at the same time care and attention must be given to the 
nursing mother if breast feeding is going to be more satisfactory 
than supplemented artificial feeding. 


MENSTRUATION AND LACTATION. 


Of 306 mothers investigated for menstrual function the follow- 
ing Table shows the results. 


Menstruation began at 1st month in 48 cases 
2nd 34 
3rd 37 
4th 13 
5th 23 
6th 3I 
7th 26 
8th 14 
gth 19 
In this series of cases the recurrence of menstruation during 
lactation is frequent. 


I am greatly indebted to Miss Dorothy Hunter for her help in 
collecting and following up the cases with me. 
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MOTHERS WHO SToP BREAST FEEDING AT THE END OF:- 


Primipare 
Menstruation began 


Multiparze 
Menstruation began 


1st Month 


2nd month 


11 at end of tst-month 
2nd 
3rd 
5th 
8th 


” 


3rd month 


6th month 


4th ” 
6th 


8 at‘end of ist month 
4s. 2nd ” 
2 5 
6th ,, 


7th month 


Ist month 
2nd 
ard; 


of 1st month 

2nd 

3rd 

4th 

sth 

6th 

7th 

Sth 

gth ” 

no menstrual period 
pregnant again 


NN OAK NRW NW 


at end of rst month 
” 3rd Poss 
” oth ” 


3 at Ist month 
4th ,, 


3rd month 
5th 
6th 
7th 
8th 
gth 


Ist month 
2nd 
3rd 
4th 
5th 
6th 
7th 


2nd month 
ards, 
sth ,, 
Sth ,, 

>> Foth 


i 
| 18 | 37 | 
| 
| 
| 6 20, gat end of 2nd month | 
2 
| 2 55 99 
12 26 1 at end of 4 at end of 
| 2 55 999 
59 99 539s 
| I 59 99 
ss ” 
| ” ” 
| | | 
| | | ” 
| | 
| » » 
| 
7 a | I 2atend 
I 
| | 1 
| | 
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MENSTRUATION TABLE—Continued. 
MOTHERS WHO Stop BREAST FEEDING AT THE END OF:— 


| 
Month. | 


| 


| 


Total. 


Primparze 
Menstruation began 


Multiparee 
Menstruation began 


8th month 


4 at end of rst month 
I 3rd 3) 
3) 9 7th 39 
gth ” 
not yet begun 


1 at end of 2nd month 
3099 99 99 5th ” 
(2 pregnant again) 
at end of 6th inonth 
9999 gth ” 
not yet begun 


gth month 


at end of rst month 
2nd 
3rd 
4th 
5th 
6th 
8th 
gth 
99 99 
not yet begun 
(1 pregnant again) 


at end of znd month 
3rd 
5th 
6th 
7th 
8th 
” gth 
not yet begun 


roth month 


1ith month 


12th month 


at end of 1st month 
2nd 
3rd 
4th 
5th 
6th 
7th 
gth 
99 », 
not yet begun 
(1 miscarriage) 


at end of 3rd month 
4th 
5th 
6th 
7th 
n 
not yet begun 


at end of 1st month 


at end of rst month 
” 5th ” 

6th 

” 8th 

” 39 roth 
not yet begun 


at end of 5th month 
gth ” 

” ” 1oth 

rith ,, 

not yet begun 


2 at end of 1st month 
2 ard: 5; 

2 8th 

roth ,, 

1 not yet begun 


| 
| 
ee 45 21 | 66 | 6 I 
| ‘ 4 
| | 3 
| 
| | II 
| 
| 6 
34 23 57 | 
I I 
| 3 
| 
| 7 
| | 
2 | 
10 H 
I I 
I 
| 4 
| 
| 
| ” ” 7th 


The Causation of the Onset of Labour.* 


By R. A. Gippons, M.D. (Edin.), F.R.C.S.E. 
Consulting Gynecologist to the Grosvenor Hospital for Women, 


THE cause of the onset o7 labour has interested those who have 
devoted themselves to the study of obstetrics from the very earliest 
times. It may be interesting to mention some of the many 
theories which have been advanced and believed in, as showing 
the ignorance always in evidence regarding this natural tunction, 
one which has ever appeared to be, as it is to-day, shrouded in 
mystery. 

Hippocrates,'! more than 2000 vears ago, considered that when 
the foetus was mature, hunger drove it to press with its feet against 
the fundus uteri, thus gradually distending the os uteri, and that 
gravitation did the rest. Aristotle? and others, even down to 
Freidrich? (1831), believed in this theory, because they had 
incorrect notions of the mechanism of labour, which they 
considered to be due to the activity of the foetus. Galen, 
however, more than 1800 years ago, knew of the contractions of 
the uterus and their effect on the os uteri, but his knowledge had 
no influence on the views held in his time as to the cause of the 
onset of labour. Reil> in 1807 believed that the onset of labour 
was due to a struggle between the uterine forces of contraction’ 
and expansion, and Naegele® (1812) thought there was gradually 
brought about a disturbance of nutrition between the foetus and 
the uterus, degenerative changes in the decidua towards the end 
of pregnancy leading to the ovum becoming a foreign body, thus 
awakening uterine contractions. A more recent theory is some- 
what similar,—that the mature foetus, unable to be supplied 
maternally with what is necessary, causes the shrinking of the 
decidua and the onset of labour. 

Additional theories may be mentioned : 


(a) The stimulation of the cervix by the growing ovum, 

(b) Loosening of foetal connexions, 

(c) The return of menstruation after to months, 

(d) Venous engorgement of the placenta, leading to excess of 
carbonic acid gas and deficiency of oxvgen, causing contractions 
of the uterus by stimulation of the nervous centres. 


*Read before the Obstetrical and Gynecological Section, Royal Society of Medicine 
June 17, 1927. 
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(ec) Increasing distension and irritability of the uterus. 

(f) Anaphylactic action of the foetal blood. 

(g) Senility of the placenta. 

(h) Circulation of foetal metabolic products acting on the 
nervous centres. 

(1) Emotional causes. 


I shall only remark upon very few of these theories. 


THE ACTION OF CARBON DIOXIDE. 

With regard to the pressure of carbon dioxide, one of the end 
products of oxidation, it is well known that the loading of the 
blood with this gas will lead, in many instances, to uterine 
contractions. Brown Séquard,’ (1858) first advocated the theory, 
supported in 1877 by Leopold,’ from experiments on animals, that 
the overloading of the blood with carbonic acid brought on labour. 
He injected dogs’ blood rich in carbonic acid into the aorta 
of pregnant rabbits. This was followed by labour in a few 
minutes. He also tied the trachea of pregnant animals, previously 
destroying the lower part of the spinal cord. The result of this 
apnoea was uterine contraction, which disappeared on relaxing 
the ligature, and reappeared on again tightening it. He con- 
sidered that this was due to the contact of venous blood with the 
muscular fibres of the uterus. Many experiments were carried 
out on this theory, especially by Osler and Schleringer,® who 
caused suspension of respiration in curarised rabbits. These 
observers considered that the action of the uterus was caused by 
lack of oxygen in the brain. Runge! modified this theory by 
stating that it was due not to the overloading of the maternal 
blood with carbon dioxide, but to diminished oxygen content of 
the blood, which determined the labour pains. 

Hasse! endeavoured to prove that labour begins because at 
the end of pregnancy the foetal blood becomes richer in carbonic 
acid content, and poorer in oxygen content, therefore it acts as a 
stimulant to the uterine musculature. We know that it is not 
uncommon for women with pneumonia to suffer from premature 
labour when the blood is loaded with carbonic acid, but then the 
condition is an infective one, with formation of toxic products. 
Blumreich,'? however, made experiments on the question of the 
influence of the gaseous contents of the blood on the activity of 
labour pains, and reported that it has less effect on the pregnant 
than on the non-pregnant uterus. He demonstrated that neither the 
overloading of the blood with carbonic acid nor its deficiency in 
oxygen-content influenced the uterus in such a manner that they 
could be considered as factors in inducing the onset of labour. 
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Rohrig!® has shown that asphyxia, which may bring about uterine 
contractions and abortion in pregnancy, cannot do so if the lumbar 
cord is destroyed. 

According to Keilmann! and his pupil Kniipter! (1891), at the 
termination of pregnancy physiological expansion takes place. 
The most important nervous centre for the commencement of 
uterine movements is situated in the lower portion of the supra 
vaginal part. If the expansion has advanced to the level of the 
great ganglia an energetic stimulation is then set up by the intra- 
uterine pressure, and the activity of labour pains begins . Against 
this theory, however, | may say that in certain cases, when | have 
attempted to start premature labour by the introduction of bougies, 
repeated more than once, and when subsequent digital dilatation 
of the os uteri has been deemed necessary, no pains have com- 
menced, even with the os fully dilated. On the other hand it is, 
however, true that, in many instances slight manipulation of the 
os uteri will start labour, 


FOREIGN Bopy. 
Naegele® believed that at the end of pregnancy there is 
degeneration of the amniotic membrane, which gradually becomes 
detached, causes irritation by acting as a foreign body, and sets 


up contraction. James Simpson’® and Schroeder!’ were of 
opinion that there was fatty degeneration of the amniotic mem- 
brane, resulting in the ovum becoming a foreign body, and that 
anything leading to the separation of the membranes and detach- 
ment of the ovum would start labour. Robert Barnes!® opposed 
this theory, because inefficient attempts at labour come on at the 
natural term of gestation in cases of extra uterine gestation when 
the foetus is altogether independent of the uterus. 

Leopold,’ Langhans!® and others have not found fatty degener- 
ation of the decidua. The detachment of the ovum begins as early 
as the second half of pregnancy, changes of a necrotic nature being 
found in the amniotic membrane. Degenerative changes in the 
amniotic membrane may have the power of exciting irritability of 
the uterus towards the end of pregnancy. In the same manner, 
the placenta, when arrived at a certain stage of infarcts, may pos- 
sibly act as a foreign body, and thus start labour. Eden?° and 
Williams?! pointed out that the frequent occurrence of infarct 
formations at the end of pregnancy must prove senility. When 
there is much infarction, the nutrition of the foetus may be inter- 
fered with, and certain of the metabolic products may lead to the 
stimulation of the uterine centres. — It is easy to understand, as 
pointed out by Eden, that infarction increases after the premature 
death of the foetus. 
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ANAPHYLAXIS. 


Another theory which has been brought forward since 1900 is 
that of anaphylaxis. The bio-chemical relations between mother 
and child have been considered by some to be factors in deter- 
mining the onset of labour. Veit?? was the first to call attention 
to such bio-chemical processes. During pregnancy foetal substances 
are continually gaining access to the maternal circulation, and 
give rise to the formation of antibodies. As the end of pregnancy 
approaches, large quantities of foetal antigen enter the maternal 
blood, and as the result of the reactions following between it 
and the existing antibodies, something is set free which gives rise 
to the onset of labour. : 


Guggisberg?? by his experimental work has adduced proot 
that anaphylactic processes, as between mother and child during 
pregnancy, are not present. He injected foetal serum sub-cutane- 
ously into pregnant women. Now and then a wheal was observed, 
but it occurred equally in non-pregnant women, Although in a 
certain proportion of cases, however, labour will follow the intra- 
venous injection of a few cubic centimetres of foetal serum, 
sensitivity during pregnancy in the presence of foetal serum cannot 
always be said to exist. Consequently labour cannot be con- 
ceived as an anaphylactic process. 


The results of joining two pregnant rats together in order to 
test the theory of the anaphylactic origin of the onset of labour 
have produced no evidence in its favour. They show that in the 
rats used, no labour-inducing substances are produced which have 
any appreciable influence on the course of pregnancy in the 
partner of the parabiotic pregnant pair.?4 

Having briefly referred to some of the many theories which 


have been advanced to explain the onset of labour, I will discuss 
in some detail :— 


(a) Possible causes derived from the mother ; 
(6) Possible causes derived from the foetus. 


As, however, the conditions of the contraction of the mus- 
culature of the uterus must entirely depend upon the influence of 
the nervous system, it is important in the first place, to mention 
the sources of the nerve supply, and as 
brings forward the intervention of the 


any theory of labour 
nervous system, it is 
believed by many that in the medulla there exists a centre for 
uterine contractions, which may be brought about by certain con- 
ditions of the blood, or vivid mental emotions. Some authorities 
doubt the existence of such a centre in the medulla. Recent investi- 
gations render it probable that the only uterine centre is situated 
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in the lumbar cord, and that this is not absolutely essential to 
the onset and’completion of normal labour. 

The nerve supply of the uterus is derived principally from the 
sympathetic nervous system. The cerebro-spinal system gives 
fibres from the second, third and fourth sacral nerves. Medullated 
nerve fibres which show free endings between the muscle bundles 
have been demonstrated in the uterine walls by Herlizka.*® 
The nerves of the uterus are numerous and of large size, to corres- 
pond with the highly developed myometrium. According to 
Frankenhauser,?° the utero-vaginal plexus divides into two parts, 
the smaller of which is distributed to the posterior and latera) 
parts of the uterus, while the larger includes a chain of minute 
ganglia along the cervix and vaginal wall. One of these cervical 
ganglia is especially large; in pregnancy it measures about 
two inches in length and 1} inches in breadth. This ganglion 
lies behind the upper part of the vagina, receiving, in addition to 
the sympathetic fibres, filaments from the second, third and fourth 
sacral nerves, and giving off twigs to the uterus. These, Persol?’ 
says, pass to the uterine wall and penetrate the myometrium to 
the fibre cells of which the nerve filaments are chiefly distributed. 
Others pass into the mucosa, to end beneath the epithelium." The 
conduction pathways are formed of chains and neurons, which are 
the only elements concerned in the conduction of nerve impulses.”* 

It is important to ascertain to what extent the uterus must be 
influenced by the spinal cord during labour. In certain experi- 
ments of Kruieger?? and Offergeld, the uterus was cut off from all 
connexion with the central nervous system, and labour set in at 
the usual time, and progressed normally. This shows that labour 
is not dependent on stimulation of the centres situated in the 
central nervous system. Observations of Routh®® and others upon 
the course of labour after destructive injuries to the lowest part of 
the spinal cord, show that labour may progress painlessly and nor- 
mally except that there is absence of expulsive efforts of the 
abdominal wall. 

James Simpson*! removed the spinal cord below the first dorsal 
vertebra from sows before parturition, and found that the ‘‘uterine 
contractions were sufficient to expel the foetus from the uterus.”’ 
We must remember that contractions of the uterus are taking place 
at intervals during the whole of pregnancy. The contractile power 
is well marked in early pregnancy, as is shown by two cases of 
vaginal Czesarean section recorded by Beckwith Whitehouse and 
Featherstone. Our object must be to ascertain what is the 
explanation of the increased force of these contractions bringing 
about expulsion of the foetus. Kehrer** has proved that excised 
portions of the uterus of animals and women may live for hours 
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in oxygenated Ringer’s Fluid, and the excised uterus, placed in 
warm saline solution, continues to contract rhythmically in 
peristaltic waves for some minutes. Kehrer showed long ago that 
a uterus separated from the body is capable of undergoing 
contractions if kept moist and at the normal body temperature. 

Cushny3* observed that the stimulation of the hypogastric 
nerve in the rabbit produces powerful contractions of the uterus, 
whether pregnant or not. The important point with reference 
to contraction of the uterus is that it contains within its walls 
an enormous number of sympathetic ganglia and nerve trunks, 
as demonstrated by Keiffer’> of Brussels. Fellner®® (quoted by 
Whitehouse) looks upon the hypogastric nerve as motor for the 
circular bundles and inhibitory for the longitudinal muscles, of the 
corpus uteri and motor for the longitudinal bundles of the cervix, 
and Featherstone* confirms this view with regard to the body of 
the uterus, but from their experiments they do not agree on the 
question of the lower uterine segment and the cervix. These 
observers find that local paralysis of the lumbar cord, whether 
owing to injury, or temporary by spinal narcosis, produces marked 
contraction of the circular muscular fibres of the uterus as a whole, 
due to the uncontrolled sympathetic influences, but paralysis of 
the longitudinal fibres destroys the expulsive power. Weakness 
or absence of sympathetic impulses produce overaction of the 
longitudinal fibres, but increased expulsive efforts of the uterus. 
Observations of Kurdinowsky**® upon the isolated uterus show that 
labour may be complete when this organ is kept alive by the 
circulation of Locke’s Fluid. , 

Keiffer finds that Cajal’s silver method renders the nervous 
system highly conspicuous, and that the nerves can be traced with 
ease from the ganglia which abound in the whole length of the 
attachment of the mesometrium to the uterus through the two 
muscular strata to the mucous layer. ‘‘They leave to each con- 
tractile layer an important nerve, which divides the bundle of its 
axis cylinder into a certain number of more slender nerves, of 
which one is able to count the elements up to the reduction of a 
single axis cylinder.’’ He states that at no point of the muscular 
sheet has the method of termination been observed, although 
Frankenhaduser thought that the terminal point of the axon 
was to be found in the nucleus. The principal ganglia are situated 
in the mesometrium, where they are united, and from whence 
start the nerves destined for the uterine horns. Keiffer says that 
small ganglia are found not only in the heart of the uterine wall, 
but that there are noticeable, in the angular spaces limited by 
several bundles of muscle, masses of neurons in the connective 
tissue. [lis work is on the uterus at the end of the gestatory 
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period. It is interesting to note that Arthur Gemmell®® states in his 
paper on ‘‘A method of demonstrating the ganglia of the Cervix 
Uteri,’’ that no attempt was made to investigate the presence or 
absence of intra-mural ganglia, but in none of the sections exam- 
ined were any such ganglia seen. 

Feldman* states that there are probably centres for uterine 
contraction in the cortex, medulla, and cerebellum, since stimu- 
lation of these areas causes uterine contraction, but he does not 
cite his authorities. 

Langley“! and Anderson*? say that the sacral nerves send 
neither motor nor inhibitory fibres to any of the internal generative 
organs, but Kerer, Korner? and others state that they obtained 
contraction of the uterus on stimulating these nerves. Keiffer,*5 
from his investigations, agrees with Langley and Anderson. 

It is important to demonstrate the rich supply of nerves to the 
uterus, for it serves to explain the ease with which labour may be 
started from various stimuli, emotional as well as others. 


PosstBLE CAusES DERIVED FROM THE MOTHER. 

Are there any known changes in the condition of the blood in 
pregnancy which might account for the onset of labour? I know 
of no work upon any physiological changes in the red cells, 
leucocytes or platelets, during any time in pregnancy, which might 
by their action through the nervous system be considered in any 
way to have an influence in the starting of labour. We know 
that the blood does undergo some modifications, the percentage of 
hemoglobin being less and the number of red cells diminished, 
while the number of white cells is increased, especially towards the 
end of pregnancy. Plass and Bogent*! found a definite and con- 
sistent tendency towards the lowering of serum calcium during 
pregnancy. Their average for serum calcium was lower in normal 
pregnant women than in the normal women not pregnant. — In 
normal pregnancy, non-protein nitrogen, as well as the urea 
nitrogen content, is less than in the non-pregnant woman. The 
uric acid is about the same as in the woman not pregnant, while 
the carbon dioxide combining power drops from 52 to 45 volumes 
per cent. As far as we know, there have been no chemical changes 
in the blood which have been demonstrated to have sufficient 
influence to act on the uterine ganglia. 

Although it is undoubted that certain changes take place in 
the blood of pregnant women from the commencement of preg- 
nancy, none have so far been discovered which would account 
for labour. Even in women during the time of menstruation, 
Macht* and Lubin have obtained evidence of the existence in 
the blood of a substance which exudes in the perspiration and 
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other secretions, and has a deleterious effect on living plant 
tissues. A flower in the hand will wither more rapidly than other- 
wise owing to the action of this substance. It may be said that as 
there is present, as a result of menstruation, some peculiar sub- 
stance in the blood, it is the gradual accumulation of this for 40 
weeks which finally causes labour. But we know that the develop- 
ment and life of the menstrual decidua are dependent upon a 
hormone secreted or produced by the corpus luteum, 


THE ENDOCRINAL GLANDS. 

It may be of interest to consider if endocrine physiology can 
throw any light on the possible cause of the onset of labour. 
Although the thyroid, the parathyroids, the pituitary, the adrenals 
the thymus and the pineal glands all show signs of minute changes 
and enlargement in animals during pregnancy, and it may be 
assumed that similar increased activity takes place in women 
during pregnancy, I need not refer to them in detail. 

The ovary has two kinds of endocrine secretions, one produced 
by the ovarian tissue, and one which is the product of the corpus 
luteum. It was Fishera’s*® work which showed that the changes 
in the pituitary during pregnancy are due to the reduction of 
activity on the part of the ovary. Dixon’s* experiments suggest 
that whereas normal ovarian secretion, acting through the pituit- 
ary gland, promotes uterine contractions, this action is inhibited 
during pregnancy by the corpus luteum. From certain experi- 
ments of Dixon and Marshall it may be concluded that the 
secretion of the ovary in the absence of fully formed, and therefore 
presumably functional, corpora lutea, has a definite specific stimu- 
lating effect in promoting pituitary secretion. 


On the other hand, the secretion of the ovary in the presence of 
such functional corpora lutea, has no such effect, its action on the 
pituitary gland being completely negative. According to them, 
during pregnancy, the corpus luteum so dominates the ovarian 
metabolism as to inhibit the normal ovarian secretion. But 
towards the close of pregnancy, with the involution of the corpus 
luteum, and when the normal endocrine mechanism is sufficiently 
established, there is again action by the ovarian secretion on the 
pituitary, leading to increased irritability of the uterus, and having 
an important bearing on the onset of labour; but they do not 
suggest that the ovario-pifuitary-endocrine mechanism is the sole 
factor in producing the labour pains. 

Whatever may be the action of the pituitary gland on the 
ovary, and, as it is enlarged during pregnancy owing to the 
increase in the anterio’ lobe, we may presime that there is increase 
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in the secretion, ovarian action cannot be the cause of the onset of 
labour, for we know that pregnancy, having well started with the 
first five weeks, may continue after the subsequent removal of the 
ovaries. Therefore, if this be the cause of labour, there must be 
some explanation for the absence in this special case, of the con- 
tinuing of pregnancy,—of the ovario-pituitary-endocrine mechan- 
ism. I know of no reasonable explanation. 


SUPRA-RENAL GLANDS. 

According to what is known of the physiological activity of 
the medullary substance, it seems obvious from experiments on 
animals, that it must provide a secretion which is necessary to the 
performance of many bodily functions. According to Cybulsky,** 
this secretion or essence maintains in a state of normal tonus the 
activity of all those nervous centres which control the cardiac and 
vascular muscles, and perhaps the muscular tissues of the entire 
body. The important point we have to remember with regard to 
adrenalin is that it exercises an intensifying influence upon a 
number of muscular organs which derive their innervation from 
the sympathetic system. Langley* showed by experiments that the 
action of adrenalin is wholly contined to tissues with a sympathetic 
innervation, and also that, in any part of the body, the effect is 
identical with that produced by electric stimulation of the sym- 
pathetic nerve supplying the part. The uterine muscle is con- 
tracted or relaxed by adrenalin according to whether the pressor 
or inhibitory fibres predominate or are excitable. 

Apart from the accessory actions mentioned, adrenalin acts on 
the purely sympathetic nerve endings, and on the so-called 
musculo-neural function. It is therefore a purely sympathetic 
hormone. 


GLAND. 

I have already referred to this gland, and as its action on the 
uterus is so well known, I need only say that the toxicity of the 
pituitary extract is principally or even exclusively the property of 
the posterior lobe. Its toxic properties cannot be compared with 
that of adrenalin or supra-renal extract; up to the present, although 
we-know a good deal about the gland, our knowledge has not been 
sufficient definitely to explain its physiological activity. Although 
there is no positive proof, we believe that the active substance of 
the posterior pituitary secretion is formed in the organ and passes 
into the blood stream. It is believed by some that the onset of 
labour is due to the action of this gland, but up to the present, we 
have no proof of this. 
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THE THYROID GLAND. 

It is well known that during pregnancy this gland is often 
considerably enlarged, and it is a matter of common observation 
that in this condition goitre sometimes greatly and rapidly 
enlarges. We know now that there is a biological relation- 
ship between the thyroid gland and the sexual glands. If the 
thyroid gland has been removed there is marked decrease both in 
the number of red corpuscles and in the amount of hemoglobin, 
accompanied by increased leucocytosis in which the mononuclear 
and eosinophile cells are augmented. 

I have already mentioned that, as far as we know, there are no 
definite changes in the cells of the blood which have any bearing 
on our subject, and, as we are still considering any possible causes 
derived from the mother, we must endeavour to ascertain if there 
be any alterations in the liquor sanguinis which might have 
influence in stimulating the uterine ganglia to action. If there 
be any it must be from the secretion of some internal secretory 
gland. Among the possible causes derived from the mother there 
is no reasonable explanation of any such changes in the blood 
such as would increase the irritability of the uterus, unless it be 
that they are produced by the endocrines. 


THE UTERUS. 

According to Fellner,5° the uterus possesses an internal secre- 
tion, the action of which is both toxic and vaso-contractor, and 
starts the menstrual wave. He thinks that there is an antagonism 
between the internal secretory activity of the uterus and that of 
the ovary, the function of the ovarian secretion being to neutralize 
the toxic products of the uterus. As far as we know, the extract 
of uterine tissue is physiologically inactive. 


THE PLACENTA. 

The trophoblast cells which are continually passing into the 
maternal circulation become dissolved, and constitute what must be 
called the placental secretion which has an influence on the mother. 
Liepmann®! found that normal human placenta is practically non- 
toxic to rabbits. Dryfuss>? and others believed that ferments, 
sometimes in increased quantities, pass from the placenta into 
the maternal blood-stream, and are of the opinion that under 
normal conditions the placental toxin is neutralized in the thyroid 
gland. 

Abderhalden’s®? test, which at first was thought to be of great 
service in the diagnosis of pregnancy, and is directed to the detec- 
tion of substances known to be end-products of proteolytic diges- 
tion, is not now accepted, 
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Fie. 1.--NERVOUS OF UTERUS FROM SYMPATHETIC SYSTEM 
(FP RANKENHAUSER.) 
A. plexus uterinus magnus; B, plexus hypogastricus ; C. cervical 
ganglion; 1. sacrum; 2. rectum; 3. bladder; 4. uterus; 5. ovary, 
o. extremity of the Fallopian tube. 
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NERVOUS SUPPLY OF UTERUS. 


vagus nerve; S.N. splanchnic nerve; S.R.G. supra- 
renal ganglion ; 


infrarenal ganglion; S. and I.G. 
superior and inferior genital ganglia; Spe.p. spermatic 
plexus; (ovarian nerves); L.G.S. lumbar ganglion of the 
svinpathetic; right hypogastric plexus ; G.U.P, great 
uterine plexus; S.P. sacral plexus ; R.C.G, right cervical 
ganglion, 
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Fig. 3.—Intramusecular ganglion, efferent nerve, and muscular 
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sheets innervation (guinea-pig) Keiffer. 
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Ganglia situated in mesometrium (Cat.) Keiffer. 


‘Yo 
1g 


I 


| 
3 
. 
78 
‘ 
: 


‘iffer, 


(guinea-pig) 


= 
= 
= 
- 
= 
= 
= 
= 
=~ 
~ 
~ 
- 
= 
= 
= 
tr 


Fig. 6. Farrar Liver (BALLANTYNE). 
A. deft kidney; B. colon; left supra renal capsule; D. pyloric end 
of stomach; BE. left Isbe of liver; G. right suprarenal capsule; F right 


lobe of liver. 
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EMOTIONAL CAUSES. 

It is well known that a very slight emotional disturbance may 
bring on labour. A shock, however apparently trifling or severe, 
may rapidly start labour pains. I have known labour to commence 
in a patient in three successive pregnancies by the shock 
of receiving unfavourable news. During the war, such occurrences 
were common. Physical disturbance ; an electric shock ; severe loss 
of blood; the anzemia leading to an excitation of the motor organs 
of the central nervous system ; a fall or blow, all these may induce 
labour pains. | have on many occasions attended premature confine- 
ments, and those at term, on account of a patient slipping down 
a few steps, or sustaining a fall which caused no other disturbance 
than mental shock. All observers are agreed that the various 
centres of the nervous system form a hierarchy in which some 
exercise higher functions than the others. 

The fact that vivid mental emotions may rapidly bring on 
labour, as well as inhibit it, is a strong argument in favour of there 
being a centre for uterine contraction, which, through the sym- 
pathetic system, may start uterine contraction. | Cannon‘ and 
Uridil pointed out that adrenalin secretion is under the control of 
the sympathetic system. The phenomena of major emotional dis- 
turbances indicate the dominance of sympathetic impulses. In fear, 
the dilatation of the pupils and the palpitation of the heart are signs 
of nervous discharges along sympathetic paths. Some observers 
allege that the discharge of adrenalin is in consequence of vaso- 
dilatation of the adrenal body, as a result of direct or reflex stimu- 
lation of the vaso-motor nerves. As we know that adrenalin acts 
on the sympathetic nerve endings, experiments seem to show that 
during times of emotional stress, the adrenal bodies pour adrenalin 
into the general blood stream. It may be that they act directly on 
the uterine ganglia, thus starting labour. 


PossIBLE CAUSES DERIVED FROM THE Faetus, 

It is of course evident that if the foetus has anything to do with 
the causation of labour, it must be owing to some changes in the 
blood. We ought therefore to ascertain whether the blood in 
circulation through the foetus undergoes any change by the time 
it arrives at the umbilical arteries. 

Are the endocrine glands of the foetus likely, at the end of 
nine months, to have any important influence on the mother’s 
blood? According to Keen and Hewer,®> the foetal thyroid is 
producing a colloid-like secretion at 11 weeks and lan Murray*® 
has found it present from four and a half months onwards. The 
foetal supra-renal contains adrenalin at 16 weeks, but does not give 
a chromophil reaction until much later, and the pituitary gland 
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contains an active principle at eight weeks. | need not further refer 
to the glandular activity of the foetus except to say that the foetal 
liver is functioning as an excretory organ at 12 weeks. The great 
detoxicating capacity of the liver in the adult, and its power of 
changing waste substance, has suggested a function of an endo- 
crinc character; that it is a true endocrine organ. It is certainly 
noteworthy that the liver of the foetus should be of such remark- 
able size. Even at the second month it is very large, and although 
smaller in proportion in the latter months, it weighs one eighteenth 
part of the total body weight of the foetus.5? The thyroids, para- 
thyroids and the liver apparently co-operate in accomplishing 
detoxication. The stimuli which the liver requires for its normal 
work may come from the thyroid. That there are changes in the 
blood of pregnant rats is certain from experiments of R. Nissen®® in 
parabiosis. If a pregnant and non-pregnant animal are united, the 
corpus luteum of the non-pregnant animal shows a strong resem- 
blance to that in pregnancy. When the non-pregnant animal has 
been united to a pregnant one about term, signs of exhaustion, 
sometimes accompanied by attacks of convulsions, occur in the 
non-pregnant animal several hours before the beginning of labour. 
Sometimes the convulsions end in death of the non-pregnant 
partner, while labour proceeds in the normal manner This seems 
to prove that some material toxic to the non-pregnant animal 
circulates in the blood of the pregnant animal during late preg- 
nancy, —the substance probably which causes uterine contraction. 
In some experiments, those rats which had been longer attached in 
parabiosis suffered less than those which had been recently 
attached. In the case of the sisters Blazek5® first described by 
Schauta® the changes due to pregnancy made their appearance 
in the non-gravid sister, and the act of parturition brought on 
labour pains in the latter, although not so severe. Isidore Kross®! 
made many experiments on pregnant rats, and concluded that the 
animals less advanced in pregnancy continued to the end of 
the normal gestation period without being at all affected by the 
labour of their partners. This must mean an immunization or 
tolerance in the course of time, and shows that the activating 
agency must be manufactured either quite at the end of pregnancy 
or gradually increase in amount until then. That there must be 
something in the foetus which acts as a hormone is evident from 
the experiments of Starling and Lane-Claypon.®? They have 
regarded the foetus as the source of the mammary gland hormone. 
They succeeded in inducing the growth of the mammary gland 
by the injection of extract of embryo into the peritoneal cavity of 
rabbits which were not pregnant, and had no chance of becoming 
SO. 
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From all that has gone before, the evidence which we have at 
our disposal seems to lean towards the ioetus being the source of 
the material circulating in the mother’s blood which starts labour. 
One strong argument in favour of this is extra-uterine pregnancy, 
when a child is in the peritoneal cavity and continues to grow 
until term. We know that inefficient attempts at labour come on 
at the natural term of gestation, when the foetus is entirely 
separated from the uterus. 


THE BLOoop. 

The colour of the blood from the umbilical cord is somewhat 
darker than that of the maternal blood. There is an excess of 
of non-volatile acid compounds. One may therefore legitimately 
speak of acid intoxication or acidosis of birth.®* YIppo® found 
that the carbon dioxide dissociation curve of the blood of the 
newborn infant is lower and flatter than that of an adult, again 
indicating the acidosis of birth. Karnizki,© after consulting many 
authorities, in his review, states that the specific gravity and the 
iron and hemoglobin content are greater in the foetal than in the 
maternal blood. The amount of insoluble salt is double that ot 
adult blood, and nucleon or phospho-carnic acid is found twice as 
great in amount in the foetal blood as in that of the placenta. 

The foetal blood is poorer in protein nitrogen, as well as in 
complement, agglutinative, bactericidal and immunizing bodies 
than the maternal blood. From a series of experiments, it has 
been shown that the blood taken from the umbilical cord immedi- 
ately after birth contains substances which promote the activity of 
the uterus in a guinea pig to a greater extent than other blood, 
or that of the mother.% 

It thus appears that foetal blood differs very much from mater- 
nal or even infantile blood. 


THE CUMULATIVE ACTION OF CYCLICAL PROCESSES. 


It is most striking that in the vast majority of pregnant women, 
labour starts at the end of 278 or 280 days, and hence the theory 
that the onset of labour is the commencement of menstruation 
delayed for so long. But such a theory gives no suggeston as to 
why the date should coincide with the maturity of the foetus, and 
indeed, need only be referred to, because we know that pregnancy 
can continue without the ovaries, and that, should they be 
removed, there would be no return of the period at 10 months. 
The onset of labour occurs when the foetus has arrived at maturity, 
and is ready for external existence, much in the same manner as 
ripe fruit drops from the tree, and it is therefore quite possible 
that some secretion is formed in the foetus which has an influence 


752 Journal of Obstetrics and Gynecology 


on the uterine ganglia, so gradually increasing the irritability of 
the uterus until the maturity of the foetus, when strong uterine 
contraction is established. Our knowledge of hepatic physiology 
is increasing, and it is maintained that, in addition to many fer- 
ments and pigments, the hepatic cells are capable of producing 
still other chemical substances of the nature of the hormones. 
According to Barry and Freud®* dogs grafted intraperitoneally 
with liver substance from dogs freshly killed generally die in from 
one to five days. The toxic effect of the blood of grafted animals 
on dogs is marked ; the earliest time at which toxic symptoms arose 
was seven hours, death taking place by respiratory spasm and 
wwitching. It may well be that, even if the endocrines of the foetus 
are not sufficiently active, some material is perhaps formed by the 
largest gland of the body—the liver -and swept onwards in the 
blood-stream towards the maternal circulation. 

The causation of the exact duration of pregnancy, is, as it 
always has been, most mysterious, and although perhaps not more 
so than many other wonders of nature, at least is one which should 
be unravelled by continued research. The gradual degenerative 
changes in the placenta, by its increasing incapacity to supply 
that which is necessary for the foetus, must not be lost sight of 
as a possible explanation of the limitation of pregnancy, by lead- 
ing to changes in the constitution of the blood. It is quite evident 
that, whatever be the cause of labour in ordinary circumstances, 
it must be due to some material circulating in the blood, and suf- 
ficiently powerful to act on the uterine ganglia or the centre for 
uterine contraction ; and this material must either be very gradually 
increasing in amount for months, or suddenly poured into the 
blood stream. Whether the onset of labour is due to some 
material manufactured by the foetus, in itself sufficient to act on 
the uterine ganglia, or whether this acts as a hormone on the 
pituitary gland of the mother, is like all other theories, pure 
speculation, 

From experimental observations at Queen Charlotte’s Hos- 
pital®’ on the power of pituitary extract to initiate uterine con- 
tractions before labour, no real evidence was furnished that the 
extract by itself was able to induce labour. Probably, when com- 
bined with other treatment, it exerts a useful auxiliary influence, 
“but it 1s quite certain that, unaided, it is useless as a means of 
inducing premature labour.”’ 

In conclusion, my object in writing this paper is to show how 
profoundly ignorant we are of the causation of labour, a process 
taking place in England and Wales alone, about every 44 seconds 
of the day,® an ignorance which should stimulate workers in the 
field of research in obstetrics to endeavour to place us beyond the 
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realms of theory. If bio-chemistry could solve the cause of labour, 
we should probably have at our hand some synthetic composition 
which would enable us to induce labour or premature labour, 
when desired in the interests of the mother or of the child, without 
the necessity of the present uncertain methods. 
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ILLUSTRATIONS. 

Fic. 1. Nerves of the Uterus. (A) plexus uterus magnus; (B) plexus 
hypogastricus ; (C) cervical ganglion; (1) sacrum; (2) rectum; (3) bladder ; 
(4) uterus; (5) ovary; (6) extremity of Fallopian tube (Frankenhauser). 

Fic. 2. Nerve supply of female genital organs. s.n. splanchnic nerve ; 
l.g.s. lumbar ganglion of the sympathetic; g.u.p. great uterine plexus ; 
r.h.p. right hypogastric plexus; s.p. sacral plexus; r.c.g. right cervical 
ganglion; v.n. vagus nerve; i..g. infra renal ganglion; s.r.g. supra renal 
ganglion; s. and i.g. superior and inferior genital ganglia; spe. p. sper- 
matic plexus (ovarion nerves), (Frankenhauser). 

FIG, 3. Intra muscular ganglion. Efferent nerve and muscular sheets 
innervation (guinea-pig), (Keiffer). 

Fic. 4. Ganglia situated in the mesometrium (cat) (Keiffer). 

Fic. 5. Fine innervation of the musclar bundles (guinea-pig), (Keiffer). 

Fic. 6. Section of foetal liver. (a) left kidney; (b) colon; (c) left supra 
renal capsule ; (d) pyloric end of stomach ; (e) left lobe of liver; (f) right lobe 
of liver; (g) right supra renal capsule. (Ballantyne). 
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THE MATERIAL AND METHODS OF THE GYNECOLOGICAL AND 
OBSTETRICAL DEPARTMENT OF THE ROYAL INFIRMARY, 
LIVERPOOL. 


B.—METHODs. 


THE accommodation and facilities for Clinical Gynaecology and 
Obstetrics in the Royal Infirmary, described in the last article of 
this series, are utilized for the treatment of patients and the 
teaching of students, as in other teaching schools. These two 
objects are intimately associated, for the stimulus of teaching by 
precept and example makes for sound practice. The verification 
of diagnoses in the operating-theatre, and the results, both 
immediate and remote, of surgical procedures are doubtless freely 
discussed by critical visitors, students and nurses. Hence it is 
that the clinician in a teaching school must not only take into 
account the effect of his treatment on the patient, but also the 
impression his methods make on the minds of the onlookers; for 
example, carelessness in aseptic technique may lead to an 
imperfect surgical result, and to slackness on the part of the 
nurses and surgeons in the making. 

In the following descriptions, therefore, it must be understood 
that these two aspects of the clinical work have been considered 
side by side in the evolution of the arrangements. 


STAFF. 


The honorary staff consists of a surgeon-in-charge and two 
assistant-surgeons, 

The surgeon-in-charge is, of course, responsible for the 
working of the whole department, but each member of the 
honorary staff conducts certain clinics. 


*For previous articles of this series see Journal of Obstetrics and Gynecology of 
the British Empire, 1925, xxxii, 720; 1926, xxxiii, 33, and 642, 
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LIVERPOOL ROYAL INFIRMARY. 


GYNAZCOLOGICAL DEPARTMENT. 


No 


PATIENT’S NAME 


PRIVATE DOCTOR’S 


f Name MARRIED } 


Address. WIbow 


AMILY HISTORY :— 
Cancer: Tuberculosis : 


Psychopathies and Neuropathies : 


PREVIOUS HISTORY :— 

Menstrual: Commenced : : Pain: 
Disorders: 
Menopause : 

Reproductive: (Children: Last Born: Misearriages: Last: 
Disorders : 
Difficulties : 

General : 


HIstorRY OF PRESENT CONDITION :— 


PRESEN’) CONDITION :— 
Appearance : 
Nervous System : 
Hormonopoietic System : 
Vascular System : 
Respiratory System : 


Alimentary System: TZecth: Digestion : Action of Bowels : 


Urinary System: Dysuria : Frequency : Retention : 
URINE: Sp. G. Reaction : Albumen: Blood : 
Pus: Sugar: 


Menstrual Function: Menstrual Cycle: Pain: Last Menses : 


Clots : Discharges : 


Reproductive Function: (restation : Puerperium : Lactation : 


FIX TEMPERATURE CHART ON THIS MARGIN. 


FIG. 20 


Gyneecolegical Case-card. (Reduced in size.) 
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GYN ECOLOGICAL EXAMINATIONS :— 


Abdomen: Inspection : 
Palpation : 
Percussion : 
Auscultation : 


Vulva, vagina and rectum: Inspection: 
Palpation : 


Cystoscopy : 

Radiography : 
TREATMENT :— 

Medical : 


Surgical : Operator : 
Date : Anesthetist : 
Hypodermics and quantities : Anesthetic, and quantity : 
Details of Operation : 


PATHOLOGICAL REPORT : 


EPITOME OF AFTER-TREATMENT AND PROGRESS, WITH DATES: 


AFTER-HISTORY WITH DATES :-- 


ULTIMATE RESULT :— 


Back of Gynaecological Case-card shown on previous page. 


(Reduced in size.) 
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LIVERPOOL ROYAL INFIRMARY. 


OBSTETRICAL DEPARTMENT. 


AMILY HISTORY :— 
Cancer : Tuberculosis : 
Psychopathies and Neuropathies : 
PREVIOUS HISTORY : 
Menstrual: Cycle : Last Menses : 
Obstetrical: Children: Last Born: Abortions : 
Disorders of Pregnancy, with results and dates : 


Abnormalities of Parturition with results and dates : 
Maternal : 


Feetal : 


HISTORY WHEN FIRST SEEN :— 


CONDITION WHEN FIRST SEEN :— 
MATERNAL: 
General : 
Appearance : 
Nervous System : 
Hormonopoietic System : 
Vascular System : 
Respiratory System : 
Alimentary System: Zveth : Digestion : Bowels : 
Vomiting : 
Urinary System: Dysuria : Frequency : Retention : 
URINE: Sp. Gr. Reaction ; Albumen : Blood : 
Pus: Sugar : Acetone : Diacetic Ac. 


Local : 


Pelvimetry: Jnt.-Spin.: Int.-Crist.: Eat. Conj.: Diag. Conj.: Outlet { 


Radiography : 


Fic, 21 


Obstetrical Case-card. (Reduced in size, ) 


FIX TEMPERATURE, BLOOD PRESSURE AND BABY’S WEIGHT CHART ON THIS MARGIN. 


Private Doctor| 
ilis : | 
Last: | 
| 
| 
| 
| 
| 


PROGRESS DURING PREGNANCY, with dates: 
Maternal : 
Feetal : 
Urinary Examinations : 
Date Sp. Gr. | Reaction | Albumen | Sugar Acetone | Diacetic Acid 
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CONDITION ON ADMISSION ; Time Date : 
Maternal: pulse rate: Blood Pressure General 


Fetal: Heart: Presentation : Position : 
Parturition commenced at “Mm. on (date) 
First stage ended at on 
Second stage ended at 
Third stage ended at 
Duration of Labour : hours minutes 
Interference : Medical : 
Surgical : 
Hemorrhage : antepartum : amount : 
postpartum : amount : source : 
Estimated or measured : 
RESULT OF PARTURITION : 
MOTHER: Local: Lacerations : 
General : 
INFANT : 
Sex M. F., alive, dead, macerated, Sex M. F., alive, dead, macerated, 
asphywia livida, pallida, asphyxia livida, pallida, 
Weight Length Weight Length 
Placenta and Membranes : 
Weight : Condition ; 
Evacuated naturally, by expression, manually. 


EPITOME OF AFTER TREATMENT AND PROGRESS, with dates : 
Mother : 
Infant : 
Mode of Feeding : 


AFTER History, with dates :— 


ULTIMATE RESULT : Mother: 
Infant : 


Back of Obstetrical Case-card shown on previous page. 
-(Reduced in size.) 
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To the surgeon-in-charge falls the duty of operating on 
gynecological cases on two afternoons in each week, and on 
obstetrical cases when he may consider it desirable. 

The surgeon-in-charge conducts one clinic for students each 
week in the wards. The assistant-surgeons conduct two out-patient 
gynecological clinics and two antenatal clinics each week, and 
deal with such obstetrical and gynzecological cases in the wards 
and theatres as may be allotted to them. The assistant-surgeons 
are on duty for emergencies during alternate weeks. 

The second assistant-surgeon teaches the nurses who are 
training for the C.M.B. diploma; he also assists the surgeon-in« 
charge at operations. 

There is a stipendiary registrar whose tenure of office is 
limited to two years. He assists at the ward clinics and at 
operations. He is also responsible for taking the dressers round 
the wards every morning, and for instructing them in routine 
matters. It is his duty, also, to see that the case-cards are properly 
filled, and to compile the annual statistics. 

The house-surgeon fulfils the duties usually appertaining to 
that office. 

The sister in charge of the obstetrical wards is responsible 
for the labour-theatre, and for the continuous practical training 
of the nurses working for the C.M.B. diploma, Only nurses 
already fully trained in the Royal Infirmary are admitted to the 
C.M.B. courses. These pupils do the ordinary work of the 
maternity ward, without payment, under the charge of the sister 
and staff nurses. 

The sister in charge of the gynecological wards is responsible 
for the gynecological operation-theatres, and assists at operations. 


CASE-RECORDS. 


For many years we have made serious attempts adequately to 
record the particulars of each case, to file the cards according to 
the patient’s name and disease, and her number on admission in 
order that they may readily be available for statistical purposes, 
and to ensure that the future history of the patient shall be 
obtained. 


Those who have had the advantage of observing the wonderful 
methods of the record departments of some of the large American 
clinics, such as the Mayo Clinic, in which innumerable clerks 
are busily engaged not only in recording cases, but also in the 
compilation of cross-references in respect of the smallest symptom, 
physical sign, or detail of treatment and after-history, and of studying 
their follow-up systems by means of “social workers,” are uneasily 
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conscious of the fact that until some method of co6drdinated 
direction in every British hospital is devised, and funds for the 
purpose are provided by the committees of management, or a 
higher body, and with the full acknowledgment that a sound 
record-system is an essential feature of every modern hospital, 
personal efforts in a single department of a large hospital can have 
little more ultimate value than that of a good example. 

The interest recently taken by the Ministry of Health in the 
after-histories of cases submitted to operation for cancer seems to 
point to that governmental department as being the one to provide 
the money, in which case it would be in a position to utilize the 


ROYAL INFIRMARY. 


GYNAECOLOGCAL DEPARTMENT. 


Name : 
Patient's 
Address : 


Age: 

No: Year: Letter: 
Disease : 

Treatment: 


Date and nature of Operation : 


( Vame : 


Doctor's | Address 


Result : 


Fic, 22. 


statistics obtained, This country is credited with having the most 
complete system of death-records of any civilized country ; vet it 
has never, so far as | know, been authoritatively advised that 
detailed analyses of disease in the living and of the subsequent 
history of the patient are of more importance than records of the 
causes of death. The cost would be infinitesimal in comparison 
with the gain- 

To return from this degression, and after expressing the hope 
that some day we ourselves may have secretaries to carry out this 
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Fig. 23. Method by which the patient’s head is screened during 
examination by students, 


Fig. 24. MWlustrating the manner in which students and nurses 
should be taught to put on rubber gloves, 
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Fig, 25. Patient being prepared for an abdominal 
operation is shown (for convenience) in the head-down 


position. The abdomen has been spraved with iodine 
solution, and the legs have been enclosed in padded 


Wraps on the extensions, The screen frame is 
position. 


aa 


1 


j 
; 
\ 
~e 
| 
4 
il 


Gynecological and Obstetrical Clinic 763 


work in our Department of Gynaecology and Obstetrics, I shall 
briefly describe the methods we have adopted. Where our system 
has failed, it has been due to the fact that there is no continuity 
of responsibility for the filing of the cards, the care of them and 
the obtaining of after-histories. Without a proper and permanent 
clerical organisation for this work it seems impossible to obtain 
entirely satisfactory results. 

When the patient is first seen, in the out-patient department 
or in the ward, full particulars of her case are recorded on a large 
card on which are printed headings. 

There are cards for gynecological cases—printed in red 
(Fig. 20), and for obstetrical cases—-printed in green (Fig. 21). 
These cards are of foolscap size, and are classified and filed on a 
pathological basis, as in the case of museum specimens in the 
Department at the University already described. Continuation 
‘ards are available. 

In addition, a small summarizing card (Fig- 22) is filled and 
filed alphabetically in accordance with the name of the patient. 
The year, number of the case, and letters indicating the pathologi- 
cal state afford cross-reference to the full history of the patient. 
The close association of the University Department and the 
Hospital makes it possible for pathological reports, specimens, 
and sections to be marked for cross-reference with the patient’s 
number. 

In addition, operations are summarized on cards kept in the 
ward with a cross-reference card giving the patient’s name and 
address. In this way all varieties of operative procedure are 
grouped together. 


CLINICS, 

Ward Clinics. There has always been considerable difficulty 
in regard to gynecological and obstetrical clinics, for women 
naturally, and rightly, do not like exposure and numerous examin- 
ations by students. 

No doubt, in the proper conduct of this part of the work the 
patient should be examined in the dorsal position on a gynzeco- 
logical chair; but this seems impracticable on a large scale in 
this country. Moreover, the student must learn how to examine 
a patient lying in bed in her own home. 

The method we adopt in ward clinics is as follows. The class 
meets in a room adjacent to a small side-ward, arranged as about 
to be described presently. This class often numbers thirty or 
more students. 

The dresser who has recorded the case, whether gynecological 
or obstetrical, stands facing the class, and reads out what he has 
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written on the case-card. He is taught to enunciate clearly, and 
to emphasize particularly the symptom or symptoms of which the 
patient chiefly complains and, further, he may be closely questioned 
concerning various points in the history of the case. 

The class then goes to the side-ward where the patient is lying 
prepared for examination. (Fig. 23). 

It will be observed that the patient’s head is screened in such 
a way that she is unable to see who is in the room, yet it is 
possible for the surgeon, who stands beside her, to ask her 
questions in amplification of the notes already taken. The body is 
covered with a sheet only, and this is partly removed during 
examination, which is conducted first abdominally by the surgeon 
and several dressers, and then bimanuaily with the patient in the 
modified dorsal position. When every physical sign has been 
elucidated, the class returns to the adjacent room, where 
the case is fully discussed from a diagnostic, including patho- 
logical, standpoint, and the treatment is determined. The 
blackboard is freely used for the purpose of illustration. As 
a rule, four or five cases are taken in the hour and a half, during 
which the clinic lasts. 


Out-patient Clinics. As already mentioned, clinics are held in 
both gynecology and obstetrics in the suite of rooms in the out- 
patient department already described in a previous article. These 
are conducted on lines very similar to those already described in 
connection with the ward clinics, but more patients are seen and 
the number of students is not so great, for usually the dressers 
only attend, whereas at the ward clinic there is a large number 
of students in addition to the dressers. 

A word may be said about the antenatal clinics, for until 
recent vears the student had no opportunity of learning the impor- 
tance of antenatal and postnatal work, 

In our clinics patients are sent not only by private practitioners, 
but also by midwives and by officers in charge of antenatal centres 
held in schools and elsewhere in various parts of the town. One 
of the great disadvantages of these outlying antenatal centres has 
been that they are not really available for the medical student 
owing to the nature of the rooms in which they are conducted, and 
the distances from the University. Moreover, many of the ante- 
natal officers are not regular teachers; hence, the introduction 
of a clinic into a general hospital like the Royal Infirmary is a 
very great advance. Here consultations take place, and the 
students study the different antenatal conditions of importance, 
and realize how such pathological states as eclampsia may be pre- 
vented, Owing to the fact that there are wards in connection with 
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Fig. 26. Apparatus for producing a 
continuous spray of iodine 


solution. 
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CJ CALICO. 
®BATISTE. 
BUTTER CLOTH. 


Fig. 27. 
A. Abdominal sheet, upper aspect. a Opening through which incision 
is made. On cither side are flaps which are used to protect the wound. 


B. Abdominal sheet, under aspect. 

C. Additional abdominal sheet, under aspect. This is placed in position 
betore the wound is sutured. The flaps are tucked under the abdominal 
cloths (A and B) through the opening a, when the flaps on these have 
been thrown back. 

D. Additional abdominal sheet, under aspect. 

The small black oblongs shown on A and € indicate the end of the 
cloth pointing to head of patient. 
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the hospital antenatal clinic, cases can be admitted directly when 
necessary, and the clinic can be used as a follow-up, postnatal and 
infant welfare department subsequently to the confinement of a 
patient, 

Another important advantage of having antenatal clinics in a 
large general teaching hospital, with its full equipment and 
large staff of physicians, surgeons and specialists, is that there is 
every facility for consultations to be held in regard to such 
conditions as heart disease and pregnancy, ophthalmic and dental 
lesions, and for hematological, chemical, bacteriological and 
radiographical examinations to be conducted by the special 
officers attached to the hospital. In particular, radiological 
investigations have recently become so frequent that no maternity 
department can be considered complete unless there be full radio- 
logical facilities at hand. 


Operation Clinics. So far as the students and nurses are 
concerned, operative procedures should be utilized to instil into 
them the most scrupulous care in regard to asepsis, the utmost 
gentleness in manipulation, and to make them realize the other 
responsibilities connected with the conduct of an operation, such 
as concentration and teamwork. Moreover, the physical signs in 
respect of the diagnosis previously made, the principles of the 
various procedures and the surgical anatomy can be demonstrated 
in. relation to the pathological condition present, and important 
details of technique indicated. It is, however, obvious that it 
would be futile to attempt to make a student an expert gyne- 
cological surgeon during his period of dressership. 

There are those who believe that, unless the students are 
crowding round the operator and his assistants, they cannot 
obtain a satisfactory knowledge of what is being done; and this 
is, doubtless, to some extent true of operations performed on the 
patient lying in the horizontal position. In gynecological 
operations, however, with the patient in either the Trendelenburg 
or lithotomy position, a good view is readily obtained from an 
adjacent stand. 

The student who has written the history of the patient takes 
charge of the case-sheet during the operation, and answers any 
question that may be asked by the surgeon. He also fills in the 
details and steps of the procedure practised, including particulars 
of the anesthesia. If this account is not checked by the surgeon 
after the operation, the registrar is responsible for so doing. This 
method of immediate description has the advantage of ensuring 
that the student shall watch closely what is done, and, also, make 
accurate records, [It is a practice which should not be sacrificed 


E 


766 Journal of Obstetrics and Gynecology 


even though there be a lay secretary who is responsible for the 
case-records. 

As | have indicated, the value students and nurses place upon 

asepsis is commensurate with the care and thought the surgeon 
bestows on every little point bearing on the tout ensemble that 
constitutes an aseptic technique. 
_ The nurses, under the direction of the theatre-sister, are 
responsible for the making and upkeep of the dabs and various 
covering-cloths used; and, no doubt, being put to so much labour 
desire to know the reason, and to see the fruits of their work. 

If we adopt the course of following the surgeon, assistants, 
“students and nurses through the ritual connected with an operation, 
the methods employed will be made clear . 

Everyone in the theatres wears a cap and mask, and gown. 
All actually working in the theatres wear, in addition, ‘ bootees ’ 
of mackintosh or calico, which reach the hips and are tied round 
the ankles and knees, being supported above by a waistband. 

The surgeon, his assistants and the theatre-sister wash in the 
room already described, the sister and house-surgeon having 
finished by the time the surgeon arrives. 

For each there is a large copper sterilizing-box, and these are 
arranged in order of precedence on a porcelain slab. The boxes 
contain gowns, caps, and the rest for every operation. With their 
contents. they have previously been sterilized under high pressure. 
The cap and face-mask combined is assumed before the washing 
_is commenced. On the wall in front of each basin is a sand-clock 
which runs for five minutes—the minimum time spent in scrub- 
bing the arms and hands. After washing, the surgeon and his 
assistants purify their hands and arms with biniodide of mercury 
in spirituous solution, and put on gloves. It is most necessary 
that students and nurses should be definitely taught, and be made 
to practise, the correct method of putting on gloves (Fig. 24). It 
is not too much to say that carelessness in this respect is extremely 
common among doctors and nurses in practice. Gowns with long 
sleeves are worn, a fresh one being used for each operation. 

- Two of the students, all of whom act in turn, clad, as described, 
in ‘ bootees,’ gowns and caps, assist in the general conduct of the 
theatre, lifting the patient, working the iodine spray and_ the 
cautery, and helping in other ways. 

The patient is placed on a special gynzecological table designed 
by the writer. It has the advantage of being adapted to both 
abdominal and vaginal operations, 

The central portion on which the trunk and head of the 
patient lie is heated, 
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Fig. 28. Patient in the head-down position with 
the abdominal cloth, on which the wound-flaps are to 
be seen turned back, also the leg-covers, the tray-covers 
and the scrcen-covers are seen in position 
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Abdominal Operations. When the patient is placed on the 
table, the. tegs are laid on special extensions. The ankles are 
encircled by anklets strapped around them, and it is from these 
that the patient is suspended when the Trendelenburg position is 
adopted. There are no shoulder props, nor are the legs. flexed 
at the knees when the patient is in the head-down position: the 
whole table-top with the leg-extensions is moved in line from the 
horizontal plane. This has the advantage that nothing is disturbed 
by the movement, for the instrument tray-top is movable and can 
be kept in the horizontal position when the head of the table is 
lowered (Figs. 25 and 28),a manceuvre which, by a special arrange. 
ment, can be effected by the anzsthetist without assistance, and 
moreover, the head of the table can be lowered or raised by an inch 
at a time—a great advantage when the body of the patient is 
being brought to the horizontal position at the end of a long 
operation. 

As stated, the legs lie each on its own extension which can be 
pulled out from the midline, if during an operation it be necessary 
that the urethra, vagina or rectum be made accessible. 

After the anklets have been adjusted, as already mentioned, 
wool-padded. leather covers, permanently attached to the leg- 
extensions, are strapped round the legs. In this way the lower 
limbs are kept warm. 

Iodine is used for the purification of the skin of the patient. 
We use a two per cent. solution of iodine in absolute alcohol. 
This is spraved on to the skin surface by means of a double-ball 
continuous spray apparatus (Fig. 26)—an extremely economical 
and efficient arrangement. 

Sterile calico covers are now drawn over each leg in turn. by 
one of the assistants. These covers reach to the groins. In the 
middle of the sole of each is a button-hole which allows a button- 
head at the end of each leg-extension to protrude. A cross-bar 
hooked on to these button-heads keeps the legs together, but it 
can easily be removed if the separation of the legs is required. 
Attached to the middle of the cross-bar is a pulley arrangement, 
over the wheel of which passes the chain attached to the retractor 
to be mentioned presently. 

When the skin surface of the abdomen, on which iodine 
solution has been sprayed, becomes dry, the abdominal sheet. 
folded inwards towards the central aperture, is placed on the 
abdomen and unfolded upwards over the chest of the patient, 
downwards over the thighs, and outwards on either side over the 
edges of the table. This cloth spread out is depicted in figure 27. 
It will be observed that the central aperture through which the 
operation is performed has a flap on either side, These flaps are 
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used for protecting the edges of the wound, being tucked in 
immediately the abdomen is opened. Ordinarily there is one flap 
on either side ; but, when large tumours are to be encountered or a 
Cesarean section performed, a cloth having a larger aperture with two 
flaps on either side is used. 

These abdominal cloths are made of calico, but on the under 
surface—that lying on the skin of the abdominal wall—there is a 
lining of batiste which prevents blood from passing through and 
moistening the skin surfaces. The flaps are composed of two 
layers of butter-cloth, on the upper surface of which is a covering 
of batiste; consequently, the butter-cloth lies against’ the raw- 
surfaces of the wound and absorbs moisture, while the outer 
surfaces of batiste prevent blood and other fluids from passing 
through and wetting the skin of the abdominal wall, and pus from 
infecting the wound. At first we used flaps of batiste only, and 
found that the skin surface of the abdominal wall was smeared 
with blood and moisture; this the butter-cloth absorbs. 

After the cloth has been spread upwards, downwards and 
laterally, the screen-cover, folded like the wind-bag of a concertina, 
is pulled open by the nurse and an assistant, standing on opposite 
sides of the table, and placed in position on the screen (Fig. 28). 
The screen side-curtains are fixed to the pillow on either side with 
forceps, and the junction of the screen cover with the abdominal 
cloth is also maintained with forceps—-one on either side. Lastly, 
the lower edge of the abdominal cloth is attached to the leg-covers 
by the same means. 

Next, the tray is covered first with a sterile mackintosh-cover 
and then with one of calico; the long ends of the latter are fixed 
round the supporting pillar of the tray (Fig. 28). 

The abdominal cloth is stitched to the skin of the patient above 
and below the aperture through which the operation is to be 
performed; we do not use towel-clips, which get into the way 
of the operator, and are apt to become detached. 

We rarely employ the transverse incision, but when such an 
incision is to be made the abdominal cloth is placed transversely 
across the patient in order that the aperture may lie transversely. 

As indicated, we usually open the abdomen by means of a 
median subumbilical incision. All bleeding is completely arrested 
my means of fine catgut ligatures. After this has been accom- 
plished the side-flaps are turned into the incision, entirely 
obscuring all the raw surfaces. Next a Doyen retractor is placed 
in the lower angle of the wound. This is kept in position by the 
steady pressure of a known weight; that is to say, the retractor is 
attached by a hook to a chain which runs over the pulley fixed 
to the cross-bar that keeps together the legs, and to the end of 
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Fig. 30. Patient in the lithotomy position, 
with the legs covered. The instrument tray 
and the calico spread under the table for dis- 
carded instruments will be observed. 
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Ii. Vaginal sheet, outer aspect. a Vulval opening. b Opening for chain 
from handle of speculum. ¢¢¢¢ Tapes for tying cloth round leg holes. 
F. Vaginal sheet, under aspect. f Flap behind opening for chain from 
handle of speculum. 
Additional vaginal sheet, outer aspect. Note flaps which are tucked 
under cdges of vulval opening in sheets FE and F, 


H, Additional vaginal sheet, under aspect, 
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which a rubber water-bottle containing about two pints of water 
is suspended. 

The intestines, which, in the absence of adhesions, fall into the 
upper abdomen, when the patient, properly anesthetized, is 
placed in the Trendelenburg position, are covered with a sheet of 
rubber-dam (36 by 12 inches) to the middle of which, and encire- 
ling it, is tied a long black tape. If there be a likelihood of 
bleeding or of soiling by pus a small pack of gauze is laid against 
the exposed surface of the rubber. The.advantage of employing 
a rubber sheet to cover the intestines is that the delicate peritoneal 
endothelium is not damaged, and moisture is retained in the 
abdominal cavity. We have adopted this material for ‘ packing- 
off’ the intestines since about 1910. 

The checking of the dabs and packs is a matter of the first 
importance. Unless a proper system be adopted nothing is more 
easy than that a dab or pack be left in the abdominal cavity. 
Some surgeons have practised the extremely inconvenient and 
uncomfortable method of using one long roll of gauze which is 
passed across the abdomen from one side to the other. Others use 
the fewest possible number of dabs, washing them from time to 
time. There is, however, nothing pleasanter than a good supply 
of dabs dry-sterilized, which can be used wet or dry, 

We employ dabs composed of many layers of gauze, and 
measuring eight by six inches. To each a long loop of black 
tape is fixed; and a dab is never left inside the abdominal 
cavity without a pair of large compression-forceps being attached 
to the tape. 

The dabs are put up in bundles containing 10 dabs in each, 
and, in order to ensure that the correct number shall be placed 
in each lot, every dab is marked in numerical order with an 
indelible figure. When a bundle of dabs is given out the nurse 
responsible for their collection writes the number 10 on a special 
slate incorporated in the wall of the theatre alongside the auto- 
matic counter. Likewise, the issue of a pack is marked in an 
adjoining column. (Fig. 29). After use, the dabs are thrown on 
to an enamel iron tray from which they are collected by the nurse 
assigned to the task of counting the dabs, As each is retrieved it 
is suspended by the loop of tape on one of the ten lower hooks on 
the dab-counter (Fig. 29). When these ten hooks are all occupied, 
the ten dabs are removed, tied together, and hung on one of the 
five upper hooks on the counter. Hence the dab-counter will hold 
sixty dabs—a number rarely exceeded: if it should be, the fifty 
dabs in the five bundles on the upper hooks are removed and laid 
aside. 
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Beneath the hooks is an enamel iron tray to catch the drippings, 
if any, from the dabs. 

The packs—rubber and gauze—to each of eT a black tape 
loop is tied round the middle, are entered on the slate as they are 
given out and checked at the end of the operation; they rarely 
exceed three in number, 

Before the laparotomy incision is closed a clean towel is laid 
over the instrument tray, and fresh instruments are used. The 
flaps protecting the sides of the wound are turned back with a pair 
of forceps, and a clean abdominal cloth, measuring two feet two inches 
by two feet nine inches, with a central aperture and flaps, constructed 
like the cloth originally placed over the patient, is laid over the 
first, the flaps of the second being tucked under the edges of the 
aperture between the first cloth and the skin of the abdominal 
wall. 

The wound is: “closed in the standard manner recently 
described-* 


Vaginal Operations. In preparation for a vaginal operation— 
as for an abdominal operation in which the vagina is to be opened 
-the canal is packed tor two days at least with gauze soaked in 
hypochlorite solution. Douching is not an effective way of puri- 
fying the vagina, owing to the innumerable crevices and folds that 
aré present; but, if the vagina be distended by a large pack 
soaked in a hypochlorite solution, the creases are unfolded and the 
antiseptic solution can reach the whole surface. This pack is 
changed every twelve hours, and is finally removed when the patient 
has been placed on the operation table in the lithotomy position. The 
iodine spray is then used to apply iodine to the skin of the vulva and 
the surrounding area. ILodine solution is poured from a feeding-cup 
into the vagina held open with a speculum. 

The operation tables are so shaped that after removal of the 
leg-pieces or head-piece, as the case may be, the buttocks rest 
ona shaped end. 

The legs are flexed on the hips and extended at the knee, the 
feet being suspended from the ends of rods. The limbs are com- 
pletely covered by sterilized calico stockings, A metal screen 
holder is placed across the chest of the patient and an instrument 
tray is attached to the end of the table above the knees of the 
operator (Fig. 30). A specially-prepared cloth which has a vulval 
opening and a valvular aperture for the handle of the speculum, to 
which a chain and weight are attached later, is laid in position. 
The upper end is constructed to cover the screen and the lower 
end to cover the tray, all junctions and positions being maintained 


*Bell, W. Blair, Journ. Obstet. and Gyniecol. Brit. Emp. 1926, xxxiii, 300. 
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Hig. 32. Patient in the lithotomy position, and 
covered with cloths. The perineal retractor, with 
weight appended, and the instrument-tray are 
clearly shown. 
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by forceps (Fig. 31). Silk stitches above and below the vulva keep 
the aperture in position (Fig. 32). 

When the nymphe are large they are stitched to the skin of 
the thighs beneath the main cover. Whatever operation is 
required is then performed. 

Lastly, it may be mentioned that attached to the four legs a 
the operating table about twelve inches above the floor is a calico 
hammock into which discarded instruments may be thrown 
without noise. | 

*. * * 

_The four articles comprising this series descriptive of our 
material and methods in the Obstetrical and Gynecological 
Department in the University and Royal Infirmary, Liverpool, 
have been written not with the object of recording anything of 
outstanding merit--indeed, much is quite common-place—but, 
rather, in order to set forth the minimum requirements of a complete 
Obstetrical and Gynzcological Clinic, and to assist those who are 
organizing new clinics not only in this country, but also in the 
British Dominions where numerous medical schools are being 
formed or developed. 


A Case of Bilateral Lutein Cysts Complicating Uterine 
Fibro-Myomata, 


By WILFRED SHAW, M.A., M.B., B.Ch. (Cantab.) F.R.C.S. Eng, 
From the Department of Gynecology and Obstetrics, St. 


Bartholomew’s Hospital. 

Tue following case is considered worthy of record because of the Mg 
peculiarities of the histological features of the ovarian cysts. ts 
Mrs. K. M., 68772, was admitted to St. Bartholomew’s J * 
Hospital on 30th May 1927, complaining of abdominal pain and es 
discomfort. Menstruation began at 15, cycle 28 days, duration Ye 
three days. For the last five years the patient has lost more at \ 


her periods, and for the last two years there has been a little 
irregularity in the menstrual cycle. Four months ago a swelling 
was noticed in the lower abdomen, and fourteen days before 
admission the patient had severe abdominal pain with nausea and 
collapse. The patient has been married for four years and has not 
been pregnant. 

On examination, the general condition was good. On 
abdominal examination three tumours were discovered rising 
out of the pelvis, the lateral tumours were ovoid, hard and of 
limited mobility, but attached to the third tumour which was 
approximately in the midline. The tumour on the right side was 
extremely tender. On vaginal examination the cervix was lower 
than normal, and was continuous with the tumour in the 
midline. This was identified as the body of the uterus enlarged 
by multiple fibroids, and a large fibroid attached to the posterior 
surface of the uterus was palpated in the pouch of Douglas. The 
tumours found in the iliac fossae were considered to be subperi- 
toneal fibroids. Because of the history and the tenderness on 
abdominal examination a tarry lutein cyst of the right ovary was 
suspected. 

On June ist, | explored the abdomen, and, as Robert Boyle 
would have put it, observed not without delight and satisfaction 
that bilateral ovarian cysts were present, although this enthusiasm 
was subsequently damped when it was realized that these tumours 
represented the subperitoneal fibroids that had been diagnosed. 
Pan-hysterectomy was performed and convalescence was uneventful. 

The uterus was enlarged to nine by six by four inches, and 
contained about 15 fibroids, subperitoneal, interstitial and sub- 
mucous types being present; the largest was three and a_ half 
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inches in diameter and was situated low down posteriorly. The 
wall of the uterus was healthy, and the endometrium normal save 
for a few interstitial hamorrhages. 

The remarkable feature of the case was the condition 
of the ovaries, and it was to draw attention to the unusual 
characters of the ovarian cysts that the case has been recorded. On 
the left side the tumour measured four by three by two inches, its 
surface was quite smooth and there were no peritoneal adhesions. 
It was brownish yellow in colour and consisted of three cysts aris- 
ing from the lower surface of the ovary. On the upper aspect of 
the tumour normal ovarian tissue could be seen, and to the naked 
eye the cysts resembled contiguous follicular cysts save that they 
were thick walled and very tense. The cysts measured two and 
a half inches, one and a half inches, and three-quarters of an inch 
in diameter, each was unilocular, each contained pseudomucin, 
and small papilla projecting into the cavity were found in all 
three. The pseudomucin was coloured brownish yellow, and in 
one cyst the contents resembled tarry fluid mixed with pseudo- 
mucin, In each case the cyst was irregularly lined with yellow 
material. 

On the right side the tumour possessed the same dimensions, 
but its structure was more complicated. On the superior aspect 
of the tumour normal ovarian tissue’ could be recognized, and 
from this tissue arose four cysts varying between two and a half 
inches and half an inch in diameter. Each of these cysts con- 
tained pseudomucin, each had papille projecting into the cavity, 
and in each, yellow tissue could be recognized in the cyst wall. 
In two cysts the contents consisted of tarry fluid mixed with 
pseudomucin. On this side, between the normal ovarian tissue 
on the superior aspect and the cysts below, was a small area 
of tissue which resembled in structure that of a pseudomucinous 
cyst adenoma. The other peculiarity was that from the normal 
ovarian tissue two pedunculated cysts, three-quarters of an inch 
in diameter, arose from its upper surface. The surface of each of 
these two cysts was smooth, each contained minute papillae but 
no yellow tissue. The cysts were clearly unusual, for on the left 
side three simple well-defined cysts each containing papilla were 
found without any suggestion of the production of a cystadenoma 
pseudomucinosum, and the presence of yellow tissue and tarry 
fluid suggested some relation to the cysts 1 have described 
elsewhere.! 


A careful histological examination was made of both tumours. 
The left ovarian tumour: this tumour consisted of three cysts. 
The general histological structure was similar in each cyst, and 
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it was clear that the three cysts belonged to the same type. The 

cavity was incompletely lined with columnar epithelium, and in 
the situations where no epithelium was present the cyst wall con- 
tained lutein tissue and these areas corresponded to the yellow 
parts of the cyst wall which were seen on naked eye examination. 
The lutein tissue corresponded to the type met with in the cysts 
| have described under the term tarry corpus luteum cysts. Two 
kinds of cell were represented, a superficial layer and a deep layer. 
The latter was best developed, and in the outer part of the cyst 
wall the lutein cells were large polyhedral and deeply pigmented. 
Their protoplasm was clear and homogeneous. In the superficial 
layer, i.e., the part near the cavity of the cyst, this lutein layer 
had been invaded and replaced by bands of hyaline tissue arranged 
radially in the way met with in the case. of tarry lutein cysts. 
(Fig. 1.). Histologically, therefore, the yellow areas in the cyst 
wall consisted of lutein tissue, abnormal in type and corresponding 
to the form met with in cases of tarry corpus luteum cysts. 

The epithelial lining was not well marked over these yellow 
areas, and was seen best in the situations where no lutein cells 
were found. But it was extremely interesting to observe the 
transition between the bare lutein areas and the well defined epithe- 
lial lining found in other parts of the same cyst. Beautiful 
examples of cell metaplasia from endothelial to epithelial forms 
could be seen, and as one passed from the endothelial type the 
cells became progressively more swollen and succulent, first ovoid, 
then polyhedral, then transitional, until they finally achieved the 
stately form of epithelial cells of the high columnar variety. In 
all cases the epithelial cells had the appearance of young actively 
growing cells. Not only did they vary in size, shape and staining 
properties, but they were frequently heaped up to form richly 
cellular papilla, and further along the wall the cyst showed the 
typical structure of a cystadenoma ovarii pseudomucinosum 
papillare, that is to say, papillae with a well marked stroma covered 
by high columnar pseudomucinous cells formed the inner surface 
of the cyst. The papillary formation was well marked, easily 
recognized with the naked eye, and its main characteristic was the 
proliferating nature of the epithelial lining. (Fig. 2). In some 
areas the cells were several layers thick, in some places surrounded 
by leucocytes, in others they showed phagocytic characters, and 
degenerate leucocytes were seen in the substance of the cell. 
Another feature of interest was the presence of masses of cells 
separated from the papillze lying loose in the cavity of the cyst. 
Fig. 4. 

These cvsts were therefore of extreme interest. They were 
partially lined by lutein cells, and in these situations the wall 
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resembled that of a tarry corpus luteum cyst, while in other 
situations the structure was that of a papillary pseudomucinous 
cystadenoma. Further, only three cysts were present in this 
tumour, and because oj the presence of lutein tissue in the wall it 
seems clear that each cyst was of follicle origin. This view 
is, of course, borne out by the appearance of normal ovarian tissue 
on the upper aspect of the tumour. 

The right ovarian tumour. With respect to the tumour of the 
right side, the four large cysts had precisely the same structure 
as those on the left. But the tumour on the right was much more 
complicated, for lying between the normal ovarian tissue and these 
four cysts was a mass of tissue histologically typical of a papil- 
lary pseudomucinous cystadenoma, with actively growing epithe- 
lial cells which, however, in no place took on malignant characters. 
(Fig. 5). It was of interest to speculate how this formation had 
been produced, and it seemed clear that this structure had arisen 
through the downgrowth of epithelial crypts into the subjacent 
ovarian stroma. This downgrowth I have described as occurring 
in tarry corpus luteum cysts. 

The ovarian tissue situated on the upper aspect of the tumour 
which appeared normal on macroscopic examination, was examined 
histologically and found to be partially replaced by proliferating 
epithelial tissue of pseudomucinous papillary cystadenomatous 
nature. 

_ The pedunculated cysts on the surface of the ovary were also 
extremely interesting. Each was a small papillary cystadenoma 
pseudomucinosum with typical actively growing epithelial cells, 
but in neither cyst was lutein tissue found. Each cyst arose from 
the ovarian cortex, and in each case a pedicle of ovarian cortical 
tissue attached the cyst to the surface of the ovary. (Fig. 3). Such 
tumours ate probably very rare, and | have neither heard 
nor read of such forms of ovarian cysts. The histological pre- 
parations of these small tumours are extremely beautiful. 

This concludes the description of the ovarian tumours, and 
it is to be feared that the following discussion will not meet with 
the approval of orthodox gynecological pathologists. In the 
consideration of the ztiology of this type of ovarian cyst, there are 
two conditions to explain: the first is the lutein tissue in the 
walls of the cyst, and the second the origin of papillary pseudo- 
‘mucinous cyst adenomata. 

1 have already pointed out that the characters of the lutein 
tissue present were those of the lutein tissue of the wall of the 
form of tarry corpus luteum cyst that | have previously described. 
The histological similarity was too close to allow of any doubt 
about this point. Further, in the case of the tumour of the right 
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side a small tarry cyst was found with a structure similar to that 
of a tarry granulosa lutein cyst. These points, therefore, lead to 
two conclusions: the first is that the main cysts present in both 
tumours of this case were derived from Graafian follicles, and the 
second is that some factor as yet unknown, perhaps endocrine 
in nature, led to the development of pathological forms of the 
follicle manifested by these unusual forms of lutein cells. 

In the case under discussion the majority of the cysts did not 
contain tarry fluid and the tumours were in neither case surrounded 
by peritoneal adhesions. For these reasons | must modify the 
conclusions | arrived at in my previous paper and say that tarry 
fluid and adhesions are not invariably present with these abnormal 
forms of lutein cysts. But the association of such lutein cysts 
with tarry fluid and adhesions is very common and must be 
emphasized. 

The next point is the origin of papillary pseudomucinous 
cystadenomata. In my previous contribution | dwelt at consider- 
able length upon the incidence of heterotopic epithelium in tarry 
lutein cysts of the ovary, pointing out the frequency with which 
it could be found, and because in the case under discussion 
similar lutein cysts were present, an epithelial lining was not 
considered unusual. But in the case now being recorded it was 
quite clear that the epithelial lining had become proliferating in 
type and had led to the production of a papillary pseudomucinous 
cystadenoma. This is the only possible conclusion which can be 
reached from the study of the histological features of these cysts. 
The exceptions are the two papillary cystadenomata arising from 
the cortex of the right ovary. 

So far, | think, no hypothetical suggestions have been made, 
and the opinion stated above has been determined by reasoning 
from the histological features of the tumours. But at this point 
one must enter into the realms of hypothesis, and it is with some 
temerity that the following opinions are put forward. Our know- 
ledge of the ztiology of ovarian cysts is very primitive, and the 
theories that have been advanced up to the present time, are, in 
my opinion, very unsatisfactory. The frequency with which 
ovarian tumours are bilateral is one of their most remarkable 
features, and in the case of innocent tumours there is no evidence 
to show that an ovarian tumour produces by metastases a tumour 
of the opposite ovary. It is probable that some stimulus is exerted 
by way of the blood stream and, if there is a suitable nidus in 
the ovary, tumour formation follows. And as the two ovaries are 
symmetrical organs with almost parallel structures it is probable 
that in a certain proportion of cases similar conditions may exist 
in both at the same time, and under the general tendency to 
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tumour formation result in the production of bilateral ovarian 
tumours. It is suggested that in the case of tarry lutein cysts of 
the ovary, the nidus in the ovary is the heterotopic epithelium 
found in the wall of these tarry cysts. And as such cysts are 
frequently bilateral, an explanation of the bilateral character of 
the type of tumour now under discussion is offered. It is beyond. 
the scope of this contribution to enter into more detailed opinions 
of the etiology of ovarian cysts, but with the above points in mind 
the following view of the aztiology of the cysts now being described 
can be offered. 

Bilateral lutein cysts of the ovary of the type which I have 
called tarry lutein cysts first developed in the ovaries of this patient. 
A heterotopic epithelial lining next developed, and later, under 
the influence of a hypothetical stimulus became proliferating in 
nature and led to the formation of cells secreting pseudomucin 
and to a true papillary condition. The condition in the right 
ovary was more advanced, and through the downgrowth of epithe- 
lium into the ovarian tissue daughter cysts became differentiated, 
so that in the middle of the tumour on the right side a growth 
of the cystadenoma pseudomucinosum papillare type resulted. 
The pedunculated tumours on the surface of the right ovary were 
not related to the formation of lutein cysts, but arose under the 
hypothetical stimulus to tumour formation. 

Although this explanation is hypothetical and probably of 
little value, the unusual nature of the tumours must be emphasized. 
So far as I have been able to investigate the literature, descriptions 
of similar tumours have not been found. 
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LEGENDS. 


Fic. 1. The lutein part of the wall of one of the cysts. The upper 
part of the photograph shows the cavity of the cyst. In the lower part 
lutein cells can be seen. Nearer the cavity the cells are vacuolated while 
in the upper part of the photograph lutein cells are few and the cyst 
wall consists of thin bands of hyaline tissue. 

Fic. 2. A low power photograph of another part of the wall of the 
same cyst. In this situation well marked papillee can be seen. The 
epithelium is high columnar in type. 

Fic. 3. The base of one of the small cysts arising from the normal 
ovarian tissue on the right side. Below is seen the cortex of the ovary. 
From this arises the base of the cyst. Near the ovarian cortex this 
consists of tissue identical with that of the cortex. In the upper part 
of the photograph the cavity of the cyst is seen, the papillary nature of 
the cyst wall can be made out, 
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Fic 4. A high power photograph of the papillze of the same cyst. The 
proliferating nature of the lining cells is well shown, the cells are irregular 
in shape and in some places are more than one layer thick, in other places 
bundles of cells are lying free in the cavity. 

Fig. 5. A section through the middle of the tumour of the right side. 
In this situation the structure of the tumour is that of a ——, _— 
mucinous cystadenoma. 
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An Analysis of the Results of the Wassermann Reactions 
Obtained from 2,000 Consecutive Pregnant Women. 


By GLApys H. Dopps, M.D., D.P.H., Edin. 


Assistant in the Obstetrical Unit, University College Hospital 
Medical School, London. 


THe difficulty of the clinical diagnosis of syphilis in the pregnant 
woman is well known to all workers at antenatal clinics. The 
frequent absence of a history of infection or of clinical manifesta- 
tions of the disease in the pregnant syphilitic woman, which was 
first recorded by Colles nearly one hundred years ago, is now a 
well-recognized fact. The occurrence of these clinically negative 
cases calls for the use of an aid in the diagnosis, namely the 
Wassermann reaction. The following report is the result of an 
investigation which was undertaken in order to estimate the value 
of the routine use of the Wassermann reaction at antenatal clinics. 


F. J. Browne! investigated the histories of 100 women suffering 
from syphilis who had passed through the indoor department 
of the Venereal Diseases Clinic of the Edinburgh Royal Maternity 
Hospital, and obtained a history of infection or of primary or 
secondary manifestations in only 2 per cent. of multipare, while 
he obtained signs of syphilis in 75 per cent. of syphilitic primi- 
gravide. He noted, further thaf when signs of syphilis were 
absent in primigravide, the patients were usually elderly with 
old-standing infection, From this investigation also, Browne 
suggested that pregnancy has little or no influence in modifying 
the Wassermann reaction. 

Boas, Gammeltoft and Siecke? investigated the Wassermann 
reaction in 2,200 pregnant women and obtained a positive result 
in 6.7 per cent. of the cases. The test was repeated one or two 
years later with practically similar findings, confirming that the 
positive responses had not been due to pregnancy and childbirth. 
They concluded that the Wassermann reaction was as trustworthy 
during these conditions as at other times. 

It is well known that syphilis takes a high place among the 
causes of still-birth and neo-natal death. F. J. Browne* found 
17.5 per cent. of cases, in a series of 400 examined, to be due 
either to certain or to possible syphilis. Eardley Holland,‘ in a 
series of 300 cases, found syphilis to be the cause—either certain 
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or possible, in 15.3 per cent. Further it is known that syphilis 
is the cause of death in a high percentage of children under one 
year. E. T. Burke® gives 30,000 as the figure of annual still- 
births and deaths from syphilis under one year. Syphilis is one 
of the causes of still-birth which can be prevented by treatment if 
detected sufficiently early in the pregnancy. Ballantyne® quotes 
the figures for the Edinburgh Royal Maternity Hospital in which 
syphilis was the cause of death among foetuses and newborn 
infants in 606 per 1,000 among expectant mothers suffering from 
venereal diseases and with neither supervision nor anti-syphilitic 
treatment in their pregnancies and 50.7 per 1,000 among expec- 
tant mothers suffering from venereal diseases but with ante-natal 
supervision and treatment during their pregnancies. 

The knowledge of these facts together with a desire to 
ascertain how many cases of syphilis had been detected by the 
routine use of the Wassermann test led to the present investi- 
gation as it was thought that this information would be, at least, 
of interest to workers at ante-natal clinics, 

_ This report deals with the results of the Wassermann reaction 
obtained from two thousand consecutive pregnant women, who 
attended the Ante-Natal Clinic at the Edinburgh Royal Maternity 
Hospital during the period February, 1925 to August, 1926. 


The blood for the Wassermann test was taken at the patient’s 
first visit to the clinic, when the ordinary routine clinical exami- 
nation was carried out. After a positive reaction was reported 
an attempt was made to elicit a history of infection or of primary 
and secondary manifestations, and a more thorough examination 
was made for specific manifestations. Anti-syphilitic treatment 
was given at the clinic and the patient observed during the whole 
of her pregnancy. The majority of these women were confined 
in the Venereal Diseases Department of the Royal Maternity 
Hospital, and the Wassermann test was carried out on blood of 
the umbilical cord, on the puerperal blood and, occasionally, on 
the blood of the infant. After confinement, the patients were 
transferred to other venereal diseases treatment centres. This 
inevitably meant that a few cases ceased attending for treatment, 
so one was able to trace only a little over 30 per cent. of the total 
syphilitic patients. 

The actual Wassermann test was done at the Royal Infirmary, 
Edinburgh, where a modification of Harrison’s technique is used. 

A) Wassermann report other than negative was obtained in 
130 out of the two thousand patients examined. For the purposes 
of a closer investigation the cases to be analysed have been sub- 
divided into six groups. 
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Group |. Women with a triple positive Wassermann reaction 
either at the first or subsequent test, and those who were 
sent from a venereal diseases centre with a history of a triple 
positive Wassermann reaction. Number of cases=73 or 
3-6 per cent. 

Group Il. Women whose highest Wassermann reaction was 
reported as moderately strong positive. Number of cases= 
6 or 0.3 per cent. 

Group II]. Women whose highest Wassermann reaction was 
reported as weak positive. Number of cases=28 or 1.4 per cent. 

Group IV. Women whose Wassermann reaction was reported 
as doubtful. Number of cases=17 or 0.8 per cent. 

Group V. Women whose serum was anticomplementary. 
Number of cases=6 or 0.3 per cent, 

Group VI. Women with a negative Wassermann reaction, but 
who were considered to be syphilitic. Number of cases=15 or 
0.7 per cent. 


The majority of the cases, namely 73, are in Group I. In 47 
of these cases a history either of syphilitic infection was obtained 
or Clinical manifestations thereof were found. Nine of the 73 
women did not return to the clinic after their first visit and were 
not confined in hospital, so there are insufficient details from which 
to draw any conclusion. In the 17 women in whom no history of 
infection was obtained, nor manifestation of syphilis found, there 
was a repeated positive Wassermann reaction ; in addition, in some 
women there was a suggestive obstetric history. The babies of 
four of these 17 women showed syphilitic manifestations ; one had 
snuffles and three had syphilitic pemphigus. The ages of these 
four mothers respectively were 36, 22, 43, and 25 years; the first 
two were primigravidze and the third was a 5-para—all her 
previous children were either still-born or died within seven days 
of birth ; the fourth case was a 3-para, her first child was still-born, 
her second child was born at tull time and was apparently healthy, 
but a Wassermann test was done and found triple positive; the 
third pregnancy terminated in a miscarriage at the fourth week. 
‘The Wassermann reaction was triple positive on three occasions 
in each of the primigravidee during the antenatal period, and again 
in the blood of the umbilical cord and in the puerperal blood. Two 
other women of the 17 had repeated strong Wassermann reactions 
and a suggestive obstetrical history. 
i: Case 2767: age 31 years, para 4: Wassermann reaction triple 
positive on 22nd June 1926; oth September 1926, and again on 
23rd September 1926 after a six months miscarriage. Past 
obstetrical history : C, full time (illegitimate, further history of 
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this child not known); C, premature (7 months) alive and well; 
C, premature (8 months) died aged 4/12 vears; C, abortion at 
second month. 

Case 1285. Age 3o years, para 7. Wassermann reaction triple 
positive on 22nd October 1925 and 16th September 1925 and 
negative (under treatment) on 16th October 1925 and 12th Decem- 
ber 1925. Delivered on toth September 1925 of a full time living 
child. Past history: C,, C,, and C, full time, alive and well; 
C, died aged 4/12 vears. C,;, C,, and C, full time stillborn. 

Nine of the 17 cases had repeated positive Wassermann 
reactions as the only sign of syphilis. Three of the women were 
primigravide, two of the three were single girls aged 23 and 22 
years respectively. The remaining women were all over 25 years 
of age. Four of these patients had had one previous pregnancy, 
two had had two previous pregnancies and one had had three 
previous pregnancies. Their obstetrical histories were good and 
did not suggest syphilis. In the interim report of the sub-committee 
of the Medical Research Council’ examining the question of the 
value of the positive Wassermann reaction, it is suggested that 
when a positive Wassermann reaction is the sole evidence of 
syphilis, detected by a particular observer who makes the clinical 
examination, it should be repeated, and if still positive it may 
then be accepted as proof of syphilis. This suggestion, along with 
the findings of Boas, Gammeltoft and Siecke and the suggestion 
of F. J. Browne regarding the value of the Wassermann reaction 
in pregnancy, seems to justify the diagnosis of syphilis in nine 
cases with repeated positive Wassermann reaction. 

The remaining two women of this group had a positive Wasser- 
mann reaction on one occasion only; they both came under 
observation in the last month of pregnancy, and after confinement 
were transferred to another centre for further observation. One of 
these patients was a multipara, 42 vears of age, with a bad obstet- 
ric historv—her first three pregnancies had ended in miscarriages 
at the third month, the fourth pregnancy went to full time but 
the child only lived ten minutes. The other patient was a primi- 
gravida aged 22 years. Her Wassermann reaction was doubtful 
positive on 1gth April 1926. She was given a provocative dose of 
one of the arsenical compounds but did not return to the clinic 
until she was in labour. The blood of the umbilical cord and also 
the patient's blood on the third day in the puerperium were 
reported as triple positive. Both these patients were subjected to 
a thorough examination during the three months following their 
transter from the Maternity Hospital and were found to be nega- 
tive. The second case is interesting as there are two triple 
positive results. On looking up the particulars of this case one 
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found that the delivery was an instrumental one and that chloro- 
form and ether anesthesia was used. Chloroform is one of the 
drugs which exerts an influence on the Wassermann reaction ; 
whether it had anything to do with the reaction in this case must 
remain a speculation. These two cases serve to remind one that the 
Wassermann reaction is not infallible and that even in the best 
laboratories mistakes may occur in the reading of individual 
specimens. 

Twenty-six women in this group were traced to other venereal 
diseases treatment centres, all had been under observation there 
for not less than three months. In twenty-four cases the diagnosis 
of syphilis was upheld, the remaining two cases were negative as 
already reported. Six of the twenty-six cases had_ positive 
Wassermann reaction as the only sign. 

Group Il. There are six women in this group; two of these 
were in the early secondary stage when they came under obser- 
vation—they each had a primary sore on the labium, inguinal 
adenitis and coppery polymorphous rash. A third woman was a 
known syphilitic, who had been under regular treatment for about 
18 months before she became pregnant. Her Wassermann 
reaction was weak positive for one year before she became preg- 
nant and during the first two months of her pregnancy, at the fifth 
month her Wassermann reaction was moderately strong positive 
and it remained so in spite of treatment during the remainder of 
her pregnancy. The fourth case in this group illustrates clearly 
the value of the routine use of the Wassermann reaction. 

Case 2673. Age 23 years. Two previous pregnancies ended 
at full time, both children alive and well. Her Wassermann 
reaction was weak positive on 20th August 1926, and again on 
28th August 1926 when a provocative dose of one of the arsenical 
compounds was given; delivered spontaneously of a full time 
child on roth September 1926. Puerperal Wassermann reaction 
moderately strong positive. On examination on 28th August 
1926 a healed scar was noted on left labium and the woman 
admitted having had a sore followed by a generalized rash and 
sore throat during her first pregnancy. The diagnosis of syphilis 
was confirmed after a thorough examination at the second treat- 
ment centre. The remaining two cases gave no history of infection 
and showed no specific manifestations. 

Case 926. Age 26 years, para 2. Wassermann reaction 
moderately strong positive on 2nd October 1924 and 12th October 
1924. Given treatment during the remainder of her pregnancy 
and delivered of a full time child. | Past obstetrical history : 
C; stillborn ; C, full time, alive and well. The remaining case was 
a primigravida aged 23 years, Her Wassermann reaction was 
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moderately strong positive on 15th July 1926 and goth July 1926. 
Treatment was then given and Wasssermann reaction was nega- 
tive on 4th September 1926—four days after delivery. 

Detinite evidence of syphilis has been found in four of the 
six women, The number of cases in this group is too small for any 
general conclusion to be drawn, but from experience one would 
consider it advisable to repeat the Wassermann test and if it were 
still positive, then from the point of view of treatment one would 
look on the case as syphilitic, 


Group III. This is perhaps the most interesting group, since 
most clinicians are reluctant to attach any importance to a reaction 
unless it is strongly positive; they fear a wrong diagnosis and, 
naturally, do not wish to attach the label ‘* syphilis’? to their 
patients, vet, when some clinical manifestations can be found in 
six out of 19 cases there seems to be justification for a more careful 
consideration of these cases. Further, it is well known that the 
type of syphilis met with in the pregnant woman is in a large 
number of cases latent; the degree of complement fixation in the 
Wassermann test appears to be dependent on the activity of the 
syphilitic lesion, but, until one knows what the modification is, 
which fixes the complement in the syphilitic serum, little can be 
said in explanation of the degree of fixation, From clinical exper- 
lence one knows that in pregnancy in the majority of cases the 
more recent the date of infection the more likely it is for a mis- 
carriage or premature birth to occur and the more distant the date 
of infection the more likelihood there is of a full time child being 
born, 

This group contains 28 cases; in nine of these there are 
insufficient details owing to these patients not returning to the 
clinic. The remaining 19 cases were examined carefully and six 
considered to be negative cases, four were definitely congenital 
syphilitics, two were cases of latent syphilis; four were doubtful 
but their obstetrical histories were suggestive of syphilis and three 
cases, with negative obstetric history, were doubtful. 

The two latent cases were elderly multipare—aged 36 and 32 
vears. The one showed signs of early tabes dorsalis and her three 
living children had each triple positive Wassermann reactions. 
The other woman had had three premature stillborn babies, 
followed by a full time child, which was apparently healthy. The 
ratio between foetus and placenta was noted to exceed four, F. J. 
Browne® savs a weight ratio of more than four in a full time child, 
in the absence of placental infarction or hzemorrhage, is sugges- 
tive of syphilis. This patient came under observation 18 months 
later when she was delivered of a macerated syphilitic foetus and 
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her Wassermann reaction taken on the fourth day of the puer- 
perium was triple positive. 

In the four doubtful cases with suggestive obstetrical history 
the women were, with one exception, 32 vears of age. They all had 
had stillborn children, and either miscarriages or premature 
children, who died within a few days of birth. These women 
would require to be kept under observation for some time before 
a definite diagnosis of syphilis could be made. 

The three doubtful cases were aged 20 years, 25 vears, and 33 
years; the first was that of a primigravida, the other two were 
multipare, para 2 and para 1. The primigravida was a sister of the 
last case mentioned in Group II. Their family history was gone 
into but nothing suggestive of congenital syphilis was elicited. 

The Wassermann reaction in all these cases was taken on more 
than one occasion. It is unfortunate that only two cases were 
traced in this group as one feels that a diagnosis had not been 
arrived at. 

J. S. Lawrence® investigated the clinical significance of the 
incomplete Wassermann reaction in 839 cases. In a group of 
251 cases with a weak positive reaction he obtained clinical symp- 
toms in 70 cases and a suggestion in another 22 cases. 

Summarizing the cases with weak positive \Wassermann 
reaction; there were actually 30 cases in which this result’ was 
reported at the first examination. In one case the Wassermann 
reaction became triple positive after a provocative dose of one of 
the arsenical compounds. This woman has since been under 
observation at a treatment centre for three months and is con- 
sidered to be syphilitic. This case is included in Group 1. A 
second case with a weak positive reaction followed by a moderately 
strong positive is fully reported in Group I]. Six cases had a 
negative Wassermann reaction on the second occasion when it 
was tested and again after a provocative dose. In ten cases the 
Wassermann reaction was weak positive on more than one 
occasion; in four of these after a provocative dose. In one case 
the reaction became doubtfully positive after a provocative. Nine 
cases were insufficiently investigated. These findings, together 
with those of J. S. Lawrence, justify us in regarding the weak 
positive reaction with suspicion of syphilis. 

Group IV.) In 17 cases the Wassermann reaction was reported 
to be doubtful positive. Twelve of these had the test: repeated 
four after a provocative dose of the arsenical compounds — with a 
negative result. Five of these were not investigated as they did 
not return to the clinie, No history of infection and no clinical 
manifestation of syphilis were found in any of the cases investi 
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‘gated. From these findings one did not regard the doubtful positive 
reactions as of any significance. Another case which had a doubt- 
ful reaction at the first examination is fully reported in Group I. 


Group. V: ‘Six cases were reported to have anticomplementary ‘ 
sera. Some observers say that this type is more frequently met 
with in pregnancy than at other times. It had no significance 
clinically as far as was observed from these cases. 


Group VI. There were 15 cases with a negative Wassermann 
reaction but with clinical evidence of. syphilis. Three women had 
primary sores on. admission ; four women were congenital syphili- 
tics, all of whom had. had some, but irregular, treatment; three 
women had been under treatment when they become pregnant and 
were transferred to ‘the Maternity Hospital; one woman .had 
numerous gummata over the right thigh, on both labia and 
around the anus; these cleared up rapidly under antisyphilitic 
treatment; two women showed no signs of syphilis but their 
children were attending for anti-syphilitic treatment, although the 
“mothers refused treatment for themselves; the remaining two 
women were delivered of macerated foetuses, who showed 
secondary evidence of syphilis. 


Attention has been drawn again to the frequent absence of 
shistory. or clinical manifestations of syphilis in the pregnant 
:woman; to the high percentage of stillbirths and deaths under 
one year of age from syphilis, and to the preventable character of. 
‘this cause. It has been shown in the present series that the first 
evidence of syphilis, and in some cases the only evidence, -was.a 
positive Wassermann reaction. There is little doubt but that 
- several of these cases would have been missed if the Wassermann 
‘test had not been applied as a routine procedure. The urine of 
‘the pregnant woman is examined for albumin as a routine and 
silver nitrate is instilled into the eyes of the newborn babe as a 
°routine and many tragedies are thereby averted; many more can 
‘be averted by the routine examination of the blood, with the 
additional aid of a provocative dose of one of the arsenical com- 
pounds, if necessary. 


CONCLUSION. 


The need of a fuller investigation and ‘‘following-up”’ of cases 
— incomplete Wassermann reaction is shown. 


“Tn conclusion, it is a pleasure to acknowledge my indebéediness 

ta the Physicians of the Royal Maternity Hospital, Edinburgh, 

for access to the case records in the Hospital and to: Professor 
F. J. Browne, for access to ante-natal records. 
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Ovarian Pregnancy with Hydatidiform Degeneration. oe 


"By A. D. Fraser, M.A., B.Sc., M.B., Ch.B. (Glas.) 
Pathologist, Bristol Royal Infirmary ; 


and 


S. Statuam, O.B.E., M.D., Ch.M. 
Honorary Obstetrician, Bristol Royal Infirmary. 


THE following is a report and-histological description of a primary 
ovarian pregnancy with early hydatidiform degeneration. 


CLINICAL History. 

Mrs. C, aet 26, married three and a half years, consulted one 
of us (R. S. S.S.) on account of sterility. Her development was 
normal, and her general condition was good, but menstruation, 
which began at the age of fourteen, had always been painful. 
Vaginal examination revealed a small acutely anteflexed. uterus— 
cochleate type. A diagnosis of intrinsic spasmodic dysmenorr- 
hoea was made. On November 14th 1925 the cervix was slowly 
dilated up to 14 Hegar. 

Three months later her doctor reported that the patient had 
missed a period and that the two previous ones had been free from 
pain. On April 16th 1926—having by then missed two periods— 
the patient became acutely ill with colic and diarrhoea. The colic 
passed off, but later in the day returned, and during one of the 
attacks a little blood was passed per vaginam. 

The patient was seen at six o’clock when her abdomen was 
quite rigid in the lower third, and an indefinite small mass could 
be felt in the right side of the pelvis. Palpation caused acute pain. 
The uterus was small and, like the cervix, was softer than normal. 
The pulse-rate was 120, the tongue moist and clean, and the tem- 
perature subnormal. A diagnosis of tubal pregnancy was made 
and an operation was performed the same night. There were about 
four ounces of blood in the peritoneal cavity, and blood was 0oz- 
ing from a hematoma situated on the outer pole of the right ovary. 
The right Fallopian tube appeared normal. The left ovary and 
Fallopian tube were normal. The right ovary with part of the 
Fallopian tube was removed. The patient’s recovery was 
uneventful. 
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DESCRIPTION OF THE SPECIMEN. 


Right Fallopian Tube and Ovary. 

The Fallopian tube is 6 cms, long, it is patent, and there are no 
adhesions. One or two of the inferiorly placed fimbriz are 
adherent to the surface of the ovary, but otherwise the fimbriated 
end lies free. There is rather a large hydatid of Morgagni. The 
mesovarium measures 2.5 cms. 

Projecting from the posterior margin of the ovary near the 
tubal pole there is a hzmatoma-like swelling covered by a 
glistening membrane which is continuous with the ovarian epithe- 
lium. A small rupture, partially covered with blood-clot, can be 
seen on the under surface of the hematoma. Round this ruptured 
area there are small projections—the tips of villi which have 
penetrated to the surface. 
~ A coronal section of the ovary reveals a gestation cavity 
measuring 3.8 cms. by 3.5 cms. and entirely surrounded by 
ovarian tissue. The chorionic vesicle measures 1.2 cms. by 2 cms. 
and the amniotic sac, which has not yet-fused with the chorion, 
contains a healthy embryo with a crown-rump length of 7 mms. 
The body stalk, which is attached to the thinned out part of the 
ovarian capsule, contains visible blood vessels, and there is also 
a vessel to be seen coursing along the pedicle of the small yolk sac. 

Examination of the cut surface of the ovary with a hand lens 
reveals some rather marked differences in the calibre of the villi, 
which suggest the possibility of vesicle formation. 

At the tubal pole there is an intact corpus luteum measuring 
1.8 cms. by 2.5 cms. with a solid hemorrhagic centre. 


HISTOLOGICAL EXAMINATION. 


This description is based on paraffin sections made at various 
points of the Fallopian tube, and serial sections of one half of 
the ovary. 

Fallopian Tube. 

The wall is hyperzemic and cedematous, and the lumen is lined 
by ciliated columnar cells and contains a few groups of leucocytes. 
Nowhere is there any evidence of decidual formation. 

Corpus Luteum. 

This is formed of a narrow irregular zone of theca lutein cells, 
with an inner convoluted ribbon of lutein cells surrounding a core 
of young and very vascular connective tissue. There is still some 
unorganized hemorrhage in the centre of this fibrous core. At 
one point the corpus luteum forms part of the wall of the gestation 
cavity, but there is no break in the layers of lutein cells. The 
ovary does not contain any other yellow bodies. 
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Ovarian Capsule. 

Ovarian tissue everywhere surrounds the gestation cavity. 
Where rupture has occurred the capsule is very thin, being 
represented by tunica albuginea oniy At some little distance from. 
the ruptured area several villi are projecting for about one milli- 
metre beyond the surface. The amount of blood-clot around them, 
is minimal and suggests that hemorrhage at these points has not 
been excessive. Rupture of the ovarian capsule appears to be due 
more to the ploughing up of ovarian tissue by the successive 
hemorrhages from eroded vessels. 

Chorionic Vesicle. 

Branching villi are present all round the chorion, but are less 
numerous on the. pole adjacent to the ovary. The chorionic epithe- 
lium is the typical double layer—Langhans’ cells and syncytium. 
At the bases of the villi.and round the chorion these are in single 
layers, but at the tips there are extensive columns of Langhans’ 
cells with or without,a covering mass of syncytium. The inter- 
villous. spaces contain. many cell islands. Anchoring villi, 
attached to the ovarian tissue by well developed cell columns,. are 
present at intervals all round the chorion, but NeAEENORE has 
broken through the attachment of some of them. 

The chorionic mesoderm is well developed connective tissue 
with numerous thin-walled vessels containing nucleated red cells. 
This is a marked contrast to that of the villi, for, with the excep- 
tion of an occasional one of normal structure (Fig. 1) and a few 
which show hyaline changes, the villi are undergoing hydatidi- 
form degeneration. Some idea of the progress of this form of 
degeneration can be obtained from a ne satcnaicn study of these 
villi. 

In the earliest stage ithe villi are oedematous and show vary- 
ing degrees of clubbing. The stroma cells show evidence of a 
mild reactive proliferation, and the blood vessels are empty or 
contain débris of red cells only. 

At a more advanced stage the mesodermic core is vacuolated, 
blood vessels are empty or absent, and the stroma cells are scanty. 
There is, however, a very definite increase in the number of 
Hofbauer cells. These are rather large rounded cells with vacuo- 
lated acidophile protoplasm (Fig. 2). Meyer, in his examination 
of similar changes in the villi of uterine and tubal abortions noted 
this increase in the number of Hofbauer cells, but was unable to 
produce any evidence of their proliferation in situ. That such 
proliferation does take place is proved in this case by the presence 
of mitotic figures in many of these cells. 

In the later stages the oedematous condition is more marked, 
and, through coalescence of the vacuoles, the mesodermic core 
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now appears as a network of swollen fibrils with a stroma cell 
here and there. The Hofbauer cells have to a great extent dis- 
appeared. Those that remain are very large and vacuolated, 
show no evidence of cell division, and stain rather faintly. (Fig. 3). 

The final stage shows vesiculated villi with a fluid central 
portion and a thin peripheral layer of somewhat degenerated 
mesoderm. ~An occasional, much swollen vacuolated Hofbauer 
cell can still be seen. (Fig. 4). 

During these stages the trophoblast remains normal or shows 
evidence of increased proliferation. (Fig. 5). Anchoring ‘and 
floating villi are equally affected. (Figs. 6 and 7). 


REACTION OF THE MATERNAL TISSUES. 

The ovarian tissue near the gestation cavity is very vascular-— 
there being many thin walled dilated vessels filled with blood. 
In places there is slight leucocytic infiltration and the stroma cells 
appear somewhat swollen, but nowhere is there any decidual 
formation. 

Where trophoblast is coming in contact with ovarian tissue, 
there is a well marked ‘ barrier zone.’’ This consists of layers 
of fibrinoid material (Nitabuch’s fibrinoid striae), and an external 
layer of necrotic ovarian cells. (Fig. 8). 

Large epithelioid cells, singly or in small groups are present 
in the intervillous spaces, in the ‘‘ barrier zone ’’ and also in the 
surrounding healthy ovarian tissue especially in the neighbour- 
hood of blood vessels. These cells have dense, sometimes vacuo- 
lated protoplasm, and a deeply staining rather large nucleus. 
In many cases these cells can be traced back to their origin—the 
cytotrophoblast. Occasional--processes of trophoblast are pene- 
trating blood vessel walls and in some cases the vascular endothe- 
lium is being replaced by syncytium. (Fig. 9). 

Where the cell columns of the anchoring vill have pene- 
trated deeply into the ovary, the ‘‘ barrier zone ’’ can no longer 
be seen and the, cells of the columns mix inextricably: with the 
healthy ovarian stroma cells. (Fig. 10). 

The fibrinoid and: necrotic layers are still present in the mater- 
nal wall of many of the intervillous spaces, but where syncytium 
has completely lined the space, the fibrinoid layers have dis- 
appeared. 

In the wall of the gestation cavity on the side next to the ovary 
there are occasional groups and cords of theca lutein cells—a few 
showing mitotic figures. In places they are just bordering the 

-cavity, but always there is a thin layer of hyaline material lying 
between them and the trophoblast cells. (Fig. 11). These theca 
lutein cells differ from lutein cells in that they are smaller, more 
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rounded, and less vacuolated; while the nucleus is small and © 
round and stains deeply. They are evidently interstitial cells 
formed in connexion with atretic follicles. 

The cortex of the ovary contains many primordial follicles, 
Graafian follicles undergoing atresia, a few corpora candicantia and 
an occasional corpus restiforme. 

Nowhere is there any ectopic endometrial tissue. 


SUMMARY. 
1. An ovarian pregnancy of about six weeks duration is 
described. 


2. The gestation cavity is situated outside the corpus luteum 
which is intact. 


3- There is no decidual change nor is there any ectopic endo- 
metrium in the ovary. 

4. Attention is drawn to the presence of interstitial cells in the 
wall of the gestation sac. These might be mistaken for decidual 
or lutein cells. 

5. The embryo and chorion are still in a normal healthy con- 
dition while the villi are undergoing hydatidiform degeneration. 

6. A marked feature of the early stage of this form of degener- 
ation is the proliferation of the Hofbauer cells which later swell 
up and disappear. en 

We are indebted to Dr. Geoffrey Hadfield who kindly made 
the photomicrographs. 
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LEGENDS. 
Fig. 1. Normal villus with vessels containing nucleated red cells. 
Fig. 2. Clubbed: villus with vacuolated mesoderm and proliferating 

Hofbauer cells. 

Fig. 3. Hydropic villi. 

Fig. 4. Villus showing a further stage in vesicle formation. 

Fig. 5. Hydropic villus with proliferating trophoblast. 

Figs. 6 and 7. Anchored villi with degeneration of the mesoderm. 

Fig. 8. Intervillous spaces and “‘ barrier zone.” 

Fig. 9. Trophoblast penetrating a blood vessel. The endothelium is 
being replaced by syncytium. 

Fig. 10. Villus firmly anchored to the ovary. There is no ‘“‘ barrier 
zone.’? The column of Langhans’ cells has been torn during preparation 
of the section. 

Fig. 11. Section of gestation cavity wall. A band of intersitial cells 
lies between the necrotic layer of the ‘‘ barrier zone ” (right) and healthy 


ovarian tissue (left). The large cells in the necrotic layer are Langhans’ 
cells. 
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A Case of Pneumococcal Peritonitis During the Puerperium, 
with Recovery. 


-By Harotp F. Seymour, M.D., (Lond.), F.R.C.S. (Edin.) 


Hon. Surgeon, Sussex Maternity and Women’s 
Hospital, Brighton. 


Mrs. W., aged 24, was delivered of her first child on May 16th, 
1927. The labour was conducted by Dr. C. Fraser, who 
eased the head over the perineum with the forceps, under light 
chloroform anesthesia. The labour was otherwise normal and 
the placenta was expelled half an hour after delivery. 

On May 23rd, seven days after delivery, the temperature rose 
to 103.2°F. with a pulse-rate of 140. 

On May 24th I was called to see the patient by Dr. Fraser, 
and gently brushed over the interior of the uterus with a gauze 
swab on a holder, and did not find any retained chorion ; the uterus 
had scarcely involuted. I injected an ounce of sterile glycerine 
through a catheter into the uterine cavity, after the manner of 
Remington Hobbs. The patient was also given five grains of 
quinine bi-hydrochloride intra-muscularly and 60 cc.s of poly- 
valent anti-streptococcic serum. The latter injection was given 
as the case suggested a streptococcal infection. The report on 
the swab, which I took from the cervix was :— 


Film=Gram-positive diplococci. 
Culture=Diphtheroids,: staphylococcus albus and a_ few 
coliform bacilli. 


H. M. Galt. 


On May 25th the temperature had fallen to 99.4°F. and the 
pulse-rate to 100, the patient being very comfortable. I gave 
a further five grains of quinine bi-hydrochloride and injected 
anothe: ounce of glycerine into the uterine cavity. 

On May 26th, nine days after the delivery the temperature 
again rose in the morning to 103°F. and the patient complained 
of severe pains in the lower abdomen. Towards evening the 
abdomen had become rigid, vomiting had set in and the pulse- 
rate was uncountable. 

It was obvious that general peritonitis had supervened and 
although the case looked hopeless I opened the abdomen under 
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anzesthesia and found coils of intestine, as also the uterus, Fallo- 
pian tubes and ovaries coated with a greenish covering of fibrinous 
exudate. Two pints of turbid fluid were evacuated. 

Three drainage tubes were inserted through the laparotomy 
wound, one into the right flank, another into the left, and a third 
in the middle, into the pelvis. 

On May 27th the condition of the patient had improved 
although she vomited from time to time, her pulse-rate was -130 
and her ‘temperature 1o1°F. A large amount of. turbid fluid 
escaped from the drainage tubes. .Dr. Galt’s report of the 
fluid, collected at the operation was :— 


Film (Gram)=abundant pneumococci. 
Culture (Trypagar)=abundant and pure pneumococci. 


On receipt of this report the patient was given 10 cc.s of 
Pane’s anti-pneumococcal serum. 

On May 28th the patient’s condition had further improved. 
She ceased vomiting, her bowels acted and she began to take 
nourishment, and a second dose of 10 ccs. of Pane’s anti- 
pneumococcal serum was injected. On May 29th pus was coming 
freely through the drainage tubes, and a third dose of the serum 
was given. From this point her recovery was uninterrupted, 
although the temperature did not settle to normal until the end of 
June. An abscess in the right forearm, which proved to ‘be 
pneumococcal, was opened on June 16th. iaions patient is now in 
good health. 

I report this case since pneumococcal peritonitis during the 
puerperium is rare. 

In making a search through the literature | have so far found 
only one case, although there must have been others, no doubt, 
in which a bacteriological examination was not made. This case 
is reported by Professor C. Monckeberg of Santiago de Chili! 
His case was fatal and differs from mine in that pneumococci were 
found in the swab taken from the cervix. Pneumococci were 
also found in the mouth of the ‘‘-sage-femme ’’ who attended the 
woman in her labour which may or may not have been the cause 
of infection. Laparotomy was not performed in _ Professor 
Monckeberg’s case and the autopsy revealed purulent endomet- 
ritis, pneumonia and peritonitis. The pneumococcus was found 
abundantly in the ascitic fluid, as in my case. 


1. Monckeberg, C. “Peritonite Pneumococcique.”” Gynécologie et Obstet- 
rique. Tome vi, 1922, No. 1. 
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A Portable Operating Table. 


LL, Carnac Rivett, M.A., M.C. (Cantab.), F.R.C.S. (Eng.), 


- Surgeon to In-Patients, Chelsea Hospital for Women, and 
Queen Charlotte's Hospital. 


A portable table is nowadays an essential of a surgeon’s equip- 
ment. The Gynecological Surgeon, moreover, requires one which 
is capable of accommodating a patient not only in the flat position, 
but also in the full Trendelenburg tilt and in the lithotomy position, 

The points to be aimed at are (1) Lightness, (2) Strength and 
rigidity when erected, (3) Ease of manipulation to the various 
positions, (4) Compactness when folded. 

1 have designed a table the legs of which are constructed on 
the ‘principle of a triangle, which gives strength and rigidity. The 
flat top is balanced on the apex of the triangle, and kept in position 
by semi-circular steel stays, which are fixed in the appropriate 


position to the legs by pegs passing through both the stay and 
the leg. 


In order to obtain lightness the legs are constructed of wood, 
the top of three ply reinforced by wood. For compactness, the 
head and foot pieces are detachable, and the reinforcing struts of 
the legs are made of light steel straps, which are so arranged that 
the stress on them is one of pull. 

The head and leg pieces are attached to the main top by slots. 
This simple method also allows of the leg pieces being attached 
flat, or, at right-angles to the top for the Trendelenburg position. 
Sockets are fixed into the top to take steel uprights for holding the 
legs in the lithotomy position, 
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These ideas have been carried out for me by Messrs. Allen & 
Hanbury, who have produced the table at a weight of only 
31 pounds; complete with lithotomy stirrups and canvas case the 
weight is 38} pounds. When folded the table measures 42 by 19 by 
4 inches. 


. 
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BOOK REVIEWS. 


“Obstetrics.” By J. S. Fairbairn, M.A., F.R.C.S. Humphrey Milford, 
‘~Oxford University Press. “Price 


In the preface the author states that his aim in this book is ‘‘to give the 
student of midwifery a bird’s eye view of the territory occupied by Obstet- 
tics, to afford a means of revising the subject and attaining the proper 
perspective by surveying the field of obstetrics from the standpoint of 
the community as a whole, as well as that of the individual patient,” and 
therefore arousing wider interest in the application of obstetrics to the 
problems of the national health and well-being. 

Dr. Fairbairn also says that “though primarily designed for the medi- 
cal student it is his ernest hope that it may be of service to midwifes, health 
visitors and others engaged in maternity and child welfare work, and: 
lead to a closer and better co-operation among them,’’ and with the 
specialist service provided by the obstetrician, gynecologist, pediatrician 
and the orthopedic surgeon, the value of the work carried out by the 
educational and social service and the administrative officials of the health 
services to whom the task of co-ordinating the various units fall, is 
emphasized. 

The book contains a detailed description of the various units of the 
maternity service, and its personnel, with a short history of each, and 
an account of their duties and conditions of work. 

_A good system of grouping is adopted, in describing the pathology of 
reproduction which should make it easy for the student to memorize 
for examination purposes. 

In Chapter V, one of the fundamentals in obstetrics is given—the author 
says—‘‘the object of medical science in regard to the human reproductive 
cycle is to lessen the price paid by the mature stock in raising the new, 
and the loss of and damage to the new stock during its periods of 
immaturity.”’ He also says ‘‘throughout the realm of medicine the primary. 
objective is maintenence of physiological function by attention to the 
following points :— elimination of causes of disordered function, detection 
of early signs of disordered function and the restoration of the normal. 

The application of cure or relief after disease or disordered function 
has become established. 

Maintenance or restoration of the physiological on these lines, is the 
attitude of mind in which, pregnancy, parturition, puerperium, lactation 
and the normal development of the child must be approached. 

In Chapter VIII, dealing with abnormal and assisted labour, the treat: 
ment of ante-partum haemorrhage is good, the prevention of post-partum 
heemorrhage is described fully, and the value of pituitrin as a preventive 
measure is emphasized. There is a very good ai ie of the treatment 
of eclampsia complicating labour, 

There is a short clear account of the various obbtetric ciperationsh and 
the difficulty of refraining from-or refusing the use of the. ‘forceps: if 
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domiciliary practice is mentioned, as one of the problems which the general 
practitioner has to face. 

The causes of birth meee, and oe — should be of consider- 
able clinical value. 

In the management of lying-in women the advantage of the modified 
rest cure is described, and the importance of considering the psychology 
of the individual patient is stressed. — 

To counteract the lessened activity of the rest cure, Dr. Fairbairn advises 
massage and breathing exercise to improve the muscle tone and. to prevent 
constipation and sleeplessness, the exercises are described in detail. In 
the last’ chapter, in discussing maternal mortality, and disability Dr. 
Fairbairn repeats again a statement he has made before in various places, 
that he considers “‘the best solution of the problem is a maternity service 
based on attendance by a well trained corps of midwives working under 
medical supervision with suitable provision for difficult cases.”’ 

Dr. Fairbairn also remarks on the comparatively small percentage of 
trained nurses who practice midwifery, after training and qualifying, and 
offers. some explanation of the probable reason, and suggests a system of 
promotion which might be an inducement for the best type of women to 
practise. 

We strongly tecommend this book, not as an ordinary addition to 
obstetric literature, but as a most interesting description of the maternity 
service as a whole. taken in the widest. sense, containing much interesting 
information not found in obstetric textbooks presented in a concise and 
very readable form. 

Every medical student and pupil-midwife should read this book before 
commencing practice. 

M. W. S. 


‘‘Idiosyncrasies.’”” By Sir Humphrey Rolleston, Bart., K.C.B.,. F-R.C.P. 
London. Kegan Paul, Trench, Trubner & Co., Ltd. pp. 119. 2/6 net. 


This attractive little book forms one of a series published in connexion 
with Psyche. A Quarterly Journal of General and Applied Psychology. 
The first section is-concerned with nomenclature and contains a dis- 
cussion on the precise meaning attaching to such terms as Idiosyncrasy, 
Allergy, Anaphylaxis, Diathesis, Constitution and Temperament. The 
author having defined Idiosyncrasy as'an abnormal reaction in an other- 
wise normal person proceeds to treat of idiosyncrasy under the two 
groups of (i) Psychological or Mental (ii) Physiological or eee depar- 

‘tures from normal. Quoting Shylock’s lines : 


‘Some men there are love not a gaping pig 
‘Some that are mad if they behold a cat.” 


he instances Marshal d’ Albert, who used to: faint at the sight of a pig, 
and Lord Roberts, who was uncomfortable in the presence of a cat; the 
smell of fish was most obnoxious to Roger Ascham and was said to 
make his contemporary Erasmus feel feverish. After a humorous reference 
to a clergyman who fainted whenever a certain verse in Jeremiah was 
read, there follows an interesting account of modern researches and 
hypotheses on Physiological idosyncrasies—the main subject of the book. 
These include Asthma, Hay fever, Cutaneous manifestations, Reactions 
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to Drugs and to:various food stuffs. As one would expect from so erudite 
a scholar as Sir Humphrey Rolleston, a clear account of the subject- is 
interspersed by pleasing references to the enormous literature which 
has grown in connexion therewith. 


C..S. LAKIN. 


“Biologie und Pathologie des Weibes.’’ Halban and Seitz. Liefertings 33 
and°34: Vol. 8, Part I. Urban and Schwarzenberg. 

These lieferungs complete the first part of the 8th volume of the 
Handbuch. Lieferung 33 contains the end of Schmid’s article on thei 
Pathology and Therapy of the Third Stage of Labour. Blood transfusion 
is dealt with in some detail, and there is an excellent description of 
puerperal inversion of the uterus. Then follows an article on the Anatomy 
and Physiology of the Puerperium by Labhardt of Basle. This contri- 
bution gives an account of the involution changes of the puerperal uterus 
and of changes in other organs of the body which follow parturition. This 
article is lucidly written and contains a vast amount of information. 
Particular mention must be made of the descriptions of the alterations 
in the endometrium of the uterus, of the changes in the lochia and of the 
distribution of the flora of the genital tract at various phases of the 
puerperium. These descriptions are not merely interesting; they contain 
much sugestive material, and the originality displayed by the author is 
to be commended. 

An article by Sigwart of Frankfurt on the Pathology of the Puerperium 
concludes Lieferung 33 and forms a considerable part of Lieferung 34. The 
bulk of this article deals with Puerperal Sepsis and following the scheme 
adopted in the Handbuch, gives an elaborate account of the etiology, 
pathology, clinical aspect and treatment of the condition. It is truly a 
monumental contribution, rivalling in erudition and in references any 
of the articles that have as yet appeared. Hardly any aspect is not 
thrashed out down tothe most minute detail, and the summing up of the 
evidence available is in no place marred by prejudice. The literature on 
the question of the etiology of Puerperal Sepsis is at the present time 
enormous, and Sigwart sifts through this overwhelming mass of material 
with considerable skill. Perhaps he displays a tendency to be too orthodox, 
for there are few original suggestions and there are no convincing conclu- 
sions reached from his analysis. On the clinical side he is remarkably 
good, and his pen pictures of the clinical types of puerperal sepsis are 
true works of art. The sections on treatment are of value in that they 
give statistics of the results of different forms of treatment, but the author’s 
reserve in advocating any form is very noticeable. 

The article on Rupture of the Uterus contains an account of the etiology 
and mechanism of this condition which is somewhat involved and not easy 
to follow. On the other hand, the clinical side is well described, and few 
will quarrel with the forms of treatment advocated. 

An article by Hammerschlag of Berlin, on Trauma and Operations 
during Pregnancy is included, Its main value is the useful list of references 
and statistics that it contains. 

The volume concludes with an article by Knauer of Graz, on Sudden 
Death during Pregnancy, Labour and the Puerperium, which is of great 
value for it is ably written and contains a mine of information, The 
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introduction of the clinical histories of particular cases helps to make 
the article of absorbing interest, and very wide reading must have been 
required to produce this mass of remarkable cases. 

«The material contained in this part of the Handbuch’ is perhaps not 
quite so good as in other volumes, with the exception of the articles by 
Labhardt and Sigwart. The references are as aes as ever and the illus- 
trations well up to standard. 


SHAW. 


‘‘Rheumatic Diseases.” By MATTHEW BuRROW Ray, D.S.O., M.D. Psyche 
Miniatures Medical Series. London: Kegan Paul, Trench, Trubner 
& Co. Ltd., 1927, pp. 91. Price 2/6. 

It is impossible to criticize a synopsis of this type that deals with 
rheumatic fever, non-specific arthritis, and filbrositis. The practice of 
including under the term ‘‘rheumatic diseases’*both chronic arthritis and 
acute rheumatism, which have nothing in common, is most objectionable, 
but in so doing the author is following the Ministry of Health’s Report, 
the classification of which he adopts. The author is no believer in focal 
sepsis as the fons et origo of chronic arthritis, but believes that in such 
cases there is always an underlying and fundamental disturbance of meta- 
holism and of the endocrine balance. The suggestion that thyroiditis is a 
common accompaniment of rheumatic fever requires some supporting 
evidence or authority. 


“Normal Midwifery for Midwives and Nurses.’ By Professor G. W. 
THEOBALD. Humphrey Milford, Oxford University Press. Price 10/6. 
This book embodies the lectures given to nurses by Professor Theobald 

during the time he was Assistant Master at the Rotunda Hospital. 

In his introduction, the author states that ‘‘any attempt to improve the 
Midwifery Service of this Country by increasing the theoretical knowledge 
of the Midwife is absurd,” and this statement is the keynote of the book 
which certainly suggests that Professor Theobald has not altered his 
convictions. 

There is a brief chapter on the mechanism of labour, in which moulding 
of the head is described rather inaccurately and the posterior position of 
the vertex is dismissed as “requiring no special treatment” other than 
the application of the forceps if delay occurs. The description of the 
mechanism in these positions is misleading. 

In discussing breech presentation, the effects of extended legs on the 
diagnosis and on the management of labour are not mentioned. 

In a chapter on the management of labour, the previous obstetric 
history in a multipara is said to be of little value compared with the 
abdominal examination. The importance of the general history is not 
mentioned and auscultation of the foetal heart is said to be of little 
importance. 

Great stress is rightly laid on the danger of vaginal examination. 

In the management of the third stage of labour the possibility of con- 
cealed post-partum heemorrhage is not mentioned, while the description of 
the treatment of post-partum hemorrhage is rather poor : it is suggested that 
the midwife should wait at least ten minutes before sending for medical aid, 
and in the meanwhile she should not take any steps to stop the bleeding 
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beyond ‘‘controlling the fundus very gently,” or putting a flat iron upon 
it while she is walking about the room preparing lotions. The suggestion 
that a patient suffering from the effects of hemorrhage may be allowed 
to suck a pearl button to alleviate thirst does not appear a very safe or 
valuable one. 

Professor Theobald’s theory that ‘‘it is better that a few women should 
die a clean death from post-partum hemorrhage than that many should” 
die a dirty death from sepsis,’’ which he considers must inevitably follow 
the manual removal of a placenta, is open to discussion. 

The value of pituitrin to the midwife as a reliable and aseptic method 
of preventing or arresting hamorrhage is not mentioned. 

There are many good and practical hints scattered throughout the 
book, which includes excellent chapters on “Causes and prevention of 
constipation in pregnancy.” the “Nursing of toxeemias in pregnancy,” 
‘‘Management of the puerperium”? (illustrated with three excellent diagrams 
showing the value of the upright position in promoting drainage from 
the uterus). The description of a‘safe and practical method of hand and ° 
glove preparation is also good. 

It is rather difficult to estimate the exact value and place that this book 
will fill in the obstetric literattire of the pupil-midwife and midwife of 
to-day, as it might prove a real source of danger in the hands of those 
lacking sufficient experience to separate the wheat from the chaff, while 
for those with sufficient knowledge to do so, it will prove hopelessly 
inadequate. 

M. W. S. 
‘Dermatological Neuroses.’’ By W. J. O'Donovan, O.B.E., M.D., M.R.C.P. 
Psyche Miniatures Medical Series. London: Kegan Paul, Trench, 
Trubner & Co. Ltd. Price 2/6 Net. 

Dr. O’Donovan has déne well.to call attention in a monograph entitled 
“Dermatological Neuroses,”’ to the psychological element in skin disease. 
Every’ practitioner, whether he be-engaged in special or general work, is 
brought into contact with many patients suffering from some form of 
functional neurosis, which may find expression in an entirely imaginary 
disease, or more often ‘in an aggravation of the subjective phenomena ot 
a genuine disorder. The gynecologist and dermatologist have a common 
field for observation and treatment in the conditions termed pruritus ani 
and pruritus vulve, and will fittd’ the chapter devoted to this subject ot 
special interest. We can confidently recommend this small book ; it deals 
with a special aspect of medicine, the importance of which is possibly 
not always sufficiently appreciated. 

H. MacCormac. 


Review otf Current Literature. 


DIRECTOR: FRAN K E. TAYLOR, 
M. BS. (Lond.), F.R.C.S, (Eng.), M:R.C.P. (Lond.), D.P.H. (Cantab.) 


THis Review will contain the lists of contents, and abstracts of the more 

important articles, from the following journals, with which the “ Journal 

of Obstetrics and Gynecology of the British Empire ’’ exchanges :— 
British.—The Lancet; British Medical Journal. 


Canadian ‘Medical Association Journal; Bulletin Médical de 
uebec. 


Australian.—Medical Journal of Australia. 
_ South African.—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynecology ; The Journal of the 
American Medical Association ; Surgery, Gynecology and Obstetrics. 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris 


Belgian.—Bruxelles-Médical. 
Italian.—Annali di Ostetricia e Ginecologia ; Archivio di Ostetricia e Ginecologia 


German.—Zeitschrift fiir Geburtshiilfe und Gynakologie ; Archiv fir Gynakologie . 
Zentralblatt fiir Gynakologie; Monatsschrift fiir Geburtshiilfe und Gynakologie , 
Miinchener Medizinische Wochenschrift. 


Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y at de Buenos: 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current- work throughout the world. At~ 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made. to include abstracts of important articles on border-line such 
as Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
J. LYLE CAMERON, F.R.C.S.; Dorotuy N. L. LeverKus, M.D, 
‘R. C. LicGHtwoop, M.D., E. F.R.C.S. A, 
F.R.C.S., JUSTINA M.R.C 
Huddersfield: W. E. CROWTHER, M.B. 
Leeds: A. GouGH, F.R.C.S. 
Rugby: Ropert A. HENDRY, F.R.C.S. 
Sheffield: W. W. KinG, F.R.C.S. 
Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 


Lancet. 
July 2, 1927. 
Malignant disease of the uterus. V. Bonney. 
July 9, 1927. 
Malignant disease of the uterus. (continued). V. Bonney. 
Ovarian grafts. (Annotation). 
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July 23, 1927. 
An Address on Clinical Training in Obstetrics and Gynecology. 
J. S. Fairbairn. : 


July. 30,1927... 
*Treatment of nursing mothers with ultra-violet light. C. Chisholm and 
M. McKillop. 


August 6, 1927. 
Cancer of the uterus. (Leading Article). 
Contraceptive drugs. C. E. Thornton. (Correspondence). 
September 10, 1927. 
*Wertheim’s hysterectomy for carcinoma of the cervix. W. Fletcher Shaw. 
A method of suturing the fat abdominal wall. A. Edmunds. 
Stimulants of the uterus. . (Leading» Article). . 


September 17,,.1927. 
*Three cases of rupture of the uterus at the site of a previous. Cesarean 
section. J. St. G. Wilson. 
Ovarian hormones...(Annotation:) 


September 24, 1927. 
Stimulants of the uterus. J. Flint. (Correspondence). 


Treatment of nursing mothers with ultraviolet light. e 
Success was obtained in the majority of cases treated for failing milk 
supply. 


Wertheim’s hysterectomy for carcinoma of the cervix. 

Fletcher Shaw publishes a series of 76 Wertheim operations performed 
five years ago or more. His results are as follows. Mortality 21 per 
cent.; recurrence 33 per cent.; death from other causes 2.6 per cent. ; 
untraced 3.8 per cent.; alive and well after five years 39.5 per cent. The 
number of five year cures is almost exactly the same as in Bonney’s 214 
cases. The author’s operability rate for the last five years is 53 per cent. 
He considers that every possible case should be given a chance regardless 
of the operative mortality. The commonest cause of death is shock, 
sepsis of the raw pelvic tissues and of the urinary tract come after. He 
gives urotropine gr. 40 at night before and after operation but questions 
its value. 

The author is in favour of exploring every possible case. He regards 
the duration of symptoms as of little value, but considers that the presence 
of pain almost invariably means that the growth is inoperable... The ‘cauli- 
flower type is more favourable than the infiltrating type. He never 
attempts to remove. part of the bladder. He finds that many of the 
patients are very fat and has had to abandon the operation. for this 
reason alone. He has found glandular metastases less frequently than 
one would expect. 

The majority (81 per cent.) of recurrences occur during the first two 
years. The author has 50 cases operated upon more than seven years ago. 
16 i.e. 32 per cent. are alive and well. 

As regards radium, the author states that his experience’ has been 
unfortunate, but that if we in this country can produce the’ results 
published abroad, operation must be abandoned. He has’treated 68 cases 
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with radium before operation and has operated on 59 cases without radium. 
He finds that 41 per cent. of the former are free from recurrences while 
only 32 per cent. of the latter are free. 


Three cases of rupture of the uterus at the site of a previous Cesarean section. 


In all three cases rupture occurred early in the first stage of labour. 
Wilson considers that if labour starts without rupture of the uterus after 


a previous Czesarean section it can be expected to terminate without 
risk of rupture. 


A. Walker. 


British Medical Journal. 
July 2, 1927. 
*On certain adrenalin effects at the menopause and their. significance 
J. H. Hannan. 


eclampsia; Czesarean section ; of mother and children. 
Roberts. 


July 9, 1927. 
*The important early symptoms in diseases of the breast. G. L. Cheatle. 
*Pregnancy alternating in the horns of a uterus didelphys. J. L. Davies 
and C. J. Cellan-Jones. 
The tag of hope in radio- therapy. M. Donaldson. (Correspondence). 

July 16, 1927. 
*Pregnancy and glycosuria. T. A. Keen. 
Adrenalin effects at the menopause. H. D. Wyse and F, Bodman. 
(Correspondence.) 


Early symptoms in diseases of the breast. G. L. Cheatle. ‘eitbiiiginticad 


July 30, 1927. 
Tubal abortion and rupture. R. Butterworth. 
August 6, 1927. 
*Results of the treatment of uterine cancer. 
The general practitioner and antenatal work. M. W. Renton. 
August 13, 1927. 
*Relation of pregnancy to general diseases. 
-[.—Cardiac diseases. J. M. Munro Kerr. 
~ J1.—Tuberculosis. E. Rist. 
III. Venereal diseases. F. J. Browne. 
IV.—Cardiac diseases in pregnancy and labour. G. FitzGibbon. 


‘ Results of treatment of uterine cancer. C. Berkeley and V. Bonney 
(Correspondence). 


August 20, 1927. 
Results of treatment of uterine cancer. J. E 


. Lane Claypon. (Corres- 
_pondence). 


August 27, 1927. 
*Long umbilical cord coiled round neck. S. Zuckerman. | 
“Inversion of the uterus. J. C. Fotheringham. 
Therapeutic abortion. Frank Cook. (Correspondence.) 
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September 10, 1927. 
“The abuse of Caesarean section. Henry Jellett. 

Discussion on the hygiene of menstruation during adolescence. 
*I.__Developmental changes during adolescence. R. W. Johnstone. 
'.*]I.—Influence of the general health on menstruation. J. H. P. Paton. 

*III.—The prevention of menstrual troubles. Alice E. Sandersoa Clow. 
embolism following child-birth, A. W. Bowman. 
September 17, 1927. 
Ovarian hemorrhage from ruptured blood cyst. G. Chambers. 
Retroverted gravid uterus with intestinal obstruction and rupture of the 
Bladder. . F. C. Pridham. 
Therapeutic abortion. H. S. Davidson. (Correspondence.) 
Pregnancy and glycosuria, A. J. Hawe. (Correspondence.) 
September 24, 1927. 
Traumatic rupture of malignant ovarian cyst. H. Jaffé. 
Congenital breast tumour. C. N, Twining. 
Painless childbirth. E. C. Plummer. (Correspondence.) 
The abuse of Cesarean section. A. Crook. (Correspondence.) 
Pregnancy and glycosuria. T. A. Kean. (Correspondence). 


On certain adrenalin effects at the menopause and their significance. 

Hannon considers that the vaso-motor phenomena at the menopause 
are due to increased tonus of the sympathetic system caused by 
unrestrained action of the supra-renals. Thyroid extract should not be 
adininistered during this period as it sensitises the patient to 
adrenalin. Chloroform is also contra-indicated. 


‘The important early symptoms in diseases of the breast. 

- The important early symptoms in diseases of the breast on which 
Cheatle lays stress are: (1) nodularity or lumps, (2) localised lancinating 
pain, (3) spontaneous discharge of blood from the nipple, (4) spontaneous 
discharge of serum from the nipple, and (5) a gradually retracting nipple. 


Pregnancy alternating in the horns of a uterus didelphys. 

On two occasions labour was obstructed apparently by the opposite 
horn. On the first occasion the woman was delivered of a stillborn full- 
time child from the left horn, and on the second occasion she was delivered 
of a live child from the right horn. The old Czesarean section scar was 
plainly visible in the left horn which was of a size corresponding to a 
three month’s pregnancy. 


Pregnancy and glycosuria. 
Glycosuria was stopped by withholding milk from the diet. 


Results of the treatment of uterine cancer. 
The B. M. J. review of the Ministry of Health Report. 


Relation of pregnancy to score: diseases. 
Cardiac Diseases. 

‘The author commences with a survey of the effect of pregnancy on the 
healthy heart. There is still a difference of opinion on such a funda- 
mental question as hypertrophy of the left ventricle. Sir James Mackenzie 
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denied this but the author supports Sir Thomas Oliver in the opinion that 
there is hypertrophy. Jensen and Norgaard have recently shown X-ray 
evidence of hypertrophy in 60 per. cent. of 239 cases examined and electro- 
cardiagraphic evidence in 100 per cent. 

In normal pregnancy there is no alteration in the blood pressure. The 
pulse-rate is very easily increased on slight exertion-and slowly returns to 
normal. The functional disturbances which may occut are palpitation, 
tachycardia, slight irregularities, dyspnoea on exertion, soft murmurs over 
the pulmonary area and accentuation of the second sound. 

In organic lesions it is the state of the cardiac muscle which determines 
the seriousness of the lesion. 

During 1926, 58.cases were admitted to the Glasgow. Maternity Hos- 
pital with a mortality of seven. All these seven cases were examples of 
mitral disease, two had auricular fibrillation and two had ulcerative 
endocarditis. 

Cases of organic heart disease should be admitted to hospital early for 
medical treatment. Great care must be taken with patients in whom 
decompensation ,has occurred prior to pregnancy as a result of exertion 
or other illness. Decompensation comes on earlier with each succeeding 
pregnancy. The author finds that if no improvement takes place in a 
case with signs of heart failure after seven to ten days in hospital nothing 
is to be gained by waiting, and the pregnancy is terminated. In cases of 
aortic regurgitation the author regards signs of decompensation as. serious 
and terminates pregnancy early. In mitral regurgitation the outlook is 
favourable provided there is no stenosis. Mitral stenosis is the lesion 
which most often gives the author concern during pregnancy and labour. 

The author advocates vaginal hysterotomy as the best method of 
terminating an early pregnancy, and Cesarean section by the abdominal 
route for later cases. He does not approve of emptying the uterus in the 
early months by dilating the cervix as this has a depressive effect on the 
heart. Induction by means of bougies is slow and the strain of labour is 
very bad for the patient. Lennie had a mortality of 44 per cent. for 
induction and only 11 per cent. for Czesarean section. 


Failure sometimes occurs during the puerperium which must be watched 
very carefully. 


Tuberculosis. 

Rist regards pregnancy as having a most unfavourable influence on 
a patient with tuberculosis. Reliable statistics show that pregnancy in a 
tuberculous woman leads to an aggravation of the symptoms, extension of 
existing lesions, production of fresh lesions, and flaring up of those 
which were quiescent. Figures are given for tuberculous women wlio 
became pregnant and for women who contracted tuberculosis during preg 
nancy. The former group showed that 84.6 per cent were made worse by 
pregnancy and that 50 per cent: were dead within two years. In the 
latter group 89.09 per cent. were worse and 58.1 per cent. were dead 
within two years. 

The author found a loss of the tuberculin skin reaction in pregnant 
women, and Couland found the same thing associated with abortion, 
ptiberty and double oophorectomy. Cases of hypothyroidism are seldom 
affected with tuberculosis.’ 


The author is opposed to the indiscriminate use of abortion in the 
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treatment of the condition as abortion may have just as bad an effect as 
labour at term. He now advocates artificial pneumothorax and has had 
some very encouraging results. He does not allow breast feeding in such 
a case. 

Venereal diseases. 

Browne found that the frequency of syphilis in an ordinary antenatal 
clinic was about 7 per cent. He mentions the following points-in discus- 
sing the diagnosis. (1) History—7o per cent. of primigravidae and 30 per 
cent. of multiparae affected with the disease give a definite history. (2) 
Clinical signs may be found on careful examination. (3) Obstetric history 
may be suggestive. (4) The Wassermann reaction. (5) Examination of 
the products of conception : (a) Placenta—the textbook syphilitic placenta 
is only found if the foetus is macerated. The foetus dies because of fibrosis 
of the villi which causes enlargement of the placenta. If the placenta at term 
is more than a quarter of the weight of the child it is almost certainly 
syphilitic. Microscopically, enlarged cellular avascular villi are very 
suggestive. (b) Cord—Round celled infiltration around and in the walls 
of the umbilical vein may be found and the spirochaete may be demon- 
strated in the intima. (c) Foetus—one third of macerated foetuses are 
syphilitic. The liver if one twelth of the body weight or over is almost 
certainly syphilitic and the spleen if over one hundred and fiftieth. The 
epiphyses may show the typical chondro-epiphysitis and spirochaetes 
may be demonstrated in the liver, spleen, supra-renals or pancreas. 

The author lays down the following principles of treatment : (1) Treat- 
ment at the earliest opportunity. (2) Arsenic treatment in every preg- 
nancy whether apparently cured or not. (3) Treatment to the time of 
confinement. (4) Arsenic and mercury or bismuth should not be com- 
bined for fear of kidney damage. If no albumin is present they may be 
given alternately. If there is albumin all treatment except Pot. lod. is 
stopped. He gives full details of treatment. 

Boas and Gammeltoft found that the best results are obtained by 
giving salvarsan before and during pregnancy. They found that 
untreated syphilitic women had 96.5 per cent. syphilic infants but when 
treated with salvarsan before and during pregnancy the number of 
syphilitic infants was 17 per cent. 

Gonorrhoea does not often give rise to acute symptoms during preg- 
nancy. The author considers that any enlargement of Bartholin’s Glands 
is almost always due to gonhorrcea. He advocates the use of detoxicated 
vaccines and local application to the affected parts, but considers that 
douching is dangerous. He lays down certain principles for the diagnosis 


and treatment of venereal disease during pregnancy as applied to a large 
clinic. . 


Cardiac diseases in pregnancy and labour. 

FitzGibbon found 22 cases of heart disease complicating pregnancy 
and labour in 13,000 cases, 

He found: (1) that when decompensation occurs as a result of labour 
the prognosis is good, (2) when decompensation occurs during pregnancy 
and is treated early the prognosis is good, (3) when decompensation occurs 
during pregnancy and is neglected until labour sets in the prognosis is 
bad. Decompensation does not tend to develop until the second half of 


wks 
| 


808 "Journal of Obstetrics and Gynecology 


pregnancy, but sets in progressively earlier as the age of the patient and 
number of pregnancies increase. 75 per cent. of primigravidee with com- 
pensated lesions carry to term and one third develop failure during 
labour but recover. If compensation fails during pregnancy in a primi- 
gravida it can usually be re-established and labour is well born. As 
regards multipare, only 50 per cent. carry to term and more develop 
failure during labour. Failure ducing pregnaucy is more difficult to 
re-establish. 

Heart lesions tend to produce abortion and sterility. 

Multiparze with failure during pregnancy may abort spontaneously, if 
not, the child should be delivered by Czesarean section at the thirty-sixth 
week and the woman sterilised. 

Induction has no place in the treatment during decompensation and 
at other times would be better replaced by section and sterilisation. 


Long umbilical cord coiled round neck. 
The long cord—58 inches was coiled six times round the neck. It 


caused deflection in an R.O.A. presentation of a 54 Ib. child. A short 
summary of the literature is given. 


Inversion of the uterus. 


_ Spontaneous inversion occurred, no violent efforts were made to expel 
the placenta and the cord was of normal length. The patient died from 
shock. 


The abuse of Cesarean section. 

Jellett in an article with no claim to originality compares the results 
of Ceesarean section with those obtained by purely obstetric procedures, 
and pleads for a return to saner views. The conclusions he draws are 
as follows : 

(1) Under favourable conditions the mortality is nearly 2 per cent., 
and accidents from rupture or adhesions subsequently must be borne in 
mind. 

(2) Under unfavourable conditions the mortality varies from 10 to 
50 per cent., and the risk of after complications is greater. 

(3) Careful antenatal observation avoids the operation, and hysterec-. 
tomy when necessary is the only way of reducing. the risk. 

(4) It may be unwise to allow normal labour in subsequent pregnancies. 

(5) Eclampsia treated by Ceesarean section has a mortality of 16 to 
34 per cent. It is much lower if treated conservatively. 

(6) Placenta previa is followed by a mortality of 11 to 20 per cent. 
with Cesarean section. Obstetric treatment shows a much lower 
mortality. 

(7) When Czesarean section is necessary for a transverse lie, hysterec- 
tomy is also required. 

The author is opposed to the practice of allowing a woman to have a 
“Test labour.” If she fails to deliver_herself he advocates pubiotomy, 
and. not Ceesarean section. 


Development changes during adolescence. 
The period of adolescence extends from about the age of 124 to 17 or 18. 
The bony pelvis is probably not completely developed until 22 or 23, 
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The old belief that the development of the secondary sex characters was 
due to the ovarian secretion must be abandoned. It is the totality of her 
internal secretions which makes a woman what she is. During this 
phase of life the reproductive organs require a specially good supply of 
blood and nerve energy, and if they are deprived of these necessities by 
too much muscular or mental work, functional disorders develop. It is 
only in recent years that menstruation has been regarded as anything but 
a mystery requiring special treatment. The author advocates moderate 
exercise during the periods and condemns strenuous physical and mental ' 
work at these times. 


Influence of the general health on menstruation, 

Paton is opposed to vigorous games during the first three days of the 
period. He finds in a large girls’ school with a high standard of general 
health that 90.4 per cent. are free from regular pain at the period, This 
is almost the same as Mrs. Clow’s figure 89.2 per cent. for girls who play 
games throughout the period. He attributes the low incidence of pain 
to good general health. _He regards the three days rest as of considerable 
value. He found that the periods were intermittent in a great many 
cases. Between 13 and 14 only 20.5 per cent. were regular, 15 and 16— 
45.8 per cent. and at 17, 18 and 19 only 62.1 per cent. He regards this 
as being due to the sustained effort required in a modern school. 


The prevention of menstrual troubles, 

The author has had 14 years experience in a large girls’ school, and 
seven years in a training college. The school girls came from well-to-do 
homes, the college girls from respectable but less affluent homes. 57.04 per 
cent. of the-school girls commenced to menstruate before 14, compared 
with 30.65 per cent. of the college girls. She found that the maximum 
rate of growth occurred during the second and third years before the 
onset of the periods followed a year later by the maximum increase in 
weight. There is a fall in the rate of growth during the year in which 
the periods -start. Growth in both respects continues for at least two 
years. The’ curves were approximately the same whatever the age of 
onset of the periods. She considers that while there is increase in height and 
weight delay in the onset of the periods is no cause for anxiety. She found 
irregularity in 54.5 per cent. It is very rare (0.2 per cent.) for any symp- 
toms to occur during the first few months of menstrual life if the girls 
are properly dealt with. When first starting her work she found the 
figure to be 22 per cent. She advocates no interruption in the normal’ 
athletic activities of the girls and advises daily exercises in factories. 
A. Walker. 


The Medical World. 
: June 3, 1927. 
*Pregnancy complicating tumours of the uterus and ovary. A. L. McIlroy. 


Pregnancy complicating tumours of the uterus and ovary. 
Professor Louise McIlroy records that out of nearly 7,000 cases of labour 
in the Obstetrical Unit of the Royal Free Hospital, seventy-seven were 
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complicated by fibroids, excluding small nodules, of whom 12 were primi- 
gravide and 14 multipare, and there was a history of previous mis- 
carriages in three multiparee. The ages varied from 30 to 46. 

- In three cases enucleation of the tumours was carried out in mid- 
pregnancy, one because of pressure symptoms, and two because of marked 
toxzemia from degeneration of large fibroids. One went to term and had 
a normal delivery, and the other two underwent Czesarean section at. term. 

Labour eccurred spontaneously at term in twenty cases. Forceps were 
applied in three cases—one for delay due to occipito-posterior — 
one because of epilepsy, and one because of nephritis. 

In twenty-one of the cases the fibroids were small and medium in size 
and situated mainly in the fundus of the uterus. In the:remaining cases 
the tumours were at the fundus and larger in size. In no case did 
obstruction due to the fibroids occur in labour. In no case was there marked 
post-partum haemorrhage. 

‘The maternal mortality was nil. One foetus was born consid due 
to syphilis. One infant died one hour after birth in a case of forceps for 
nephritis, in this case there was a fibroid in the fundus. 

A general account of pregnancy complicating tumours of the ovary is 
given, and of seven cases of torsion of the pedicle treated in the Unit, five 
were multiparee and two were primigravide. 


Proceedings of the Royal Society. 


Series B. Vol. 101, No. B. 709. ‘‘Biological Sciences.”” April 1, 1927. 
*The relation between “density” of sperm-suspension and fertility as 
determined by artificial insemination of rabbits. A. Walton. 
Series B. Vol. 101. No. B. 710. ‘‘Biological Sciences.”” May 2, 1927. 
*Changes in the ovary of the mouse following exposure to X-rays. Part 
III. Irradiation of the non-parous adult. F. W. R. Brambell anid 
A. S. Parkes. 
erg regeneration in the mouse after complete double ovariotomy. 
. S. Parkes, U. Fielding and F. W. R. Brambell. 
ile giant cells in the placenta of the rabbit. G. S. Sansom. 


The relation between ‘Density’ of sperm-suspension and fertility as determined 
by artificial insemination of rabbits. 


Walton’s experiments on artificial insemination of rabbits show that 
fertility is influenced by the density or number of spermatozoa introduced 
into the vagina. The percentage fertility is reduced where the estimated 
number of spermatozoa is less than 106 per cc. and sterility occurs when 
the number is below 104 per cc. Three factors probably play a part 
in determining these results but are not subject to separate quantitative 
estimation. : (a) the probability of any one spermatozoan reaching the 
fertilisable ovum is small: (b)the spermatozoa are variable and not all 
capable of fertilisation : and (c) toxicity may act differentially on sperim- 
suspensions of varying density, 
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Changes in the ovary of the mouse following exposure to X-rays. Part III. 

Irradiation. of. the non-parous adult. 

Brambell and Parkes examined. both ovaries of 44 non-parous adult 
female mice X-rayed at various stages of the cestrus cycle and found that : 

1. Seventy-five per cent. of the animals killed upwards of five weeks 
after irradiation when adult were sterilized. 

2. No hiatus occurred in the cestrus cycle following irradiation. 

3. No post-irradiation proliferations from the germinal epithelium such 
as those which occur in animals X-rayed before puberty, were observed. 

4. The elements already forming the cortex at the time of irradiation 
persisted and constituted the tissues of the sterilized’ ovary. These. were 
shown to be the elements of the follicles and interfollicular~ tissue 
originally derived from the embryonic germinal epithelium. 

5. It was concluded that these elements produced cestrin in the normal 
ovary and continued to do so without interruption after irradiation. 

6. Anovular follicles were formed from the smaller follicles by the 
degeneration of the oocytes and the growth of the membrana granulosa. 
cells, immediately after irradiation. These were identical with the cords 
ol the second proliferation which were formed in the animals X-rayed before 
puberty. The latter, however, were formed :after- the follicles had 


disappeared, directly from the germina! epithelium, and never contained 
an oocyte. 


Ovarian regeneration in the mouse after complete double ovariotomy. 

Of 121 double ovariotomised mice, all showing initial cessation of’ the 
cestrus cycle, 11 subsequently showed signs of spontaneous cestrus. In 
eight of these 11 cases new ovarian tissue was demonstrated histologically, 
but the exact site of regeneration could not be ascertained. 

In most cases follicles and corpora lutea were found in the regenerate 
tissue, and in most cases also, these cyclic structures of the regenerate 
tissue-could be correlated with the recent cestrus history of the animal. 
In one or two cases, however, the fewness of these cyclic structures 
seemed to make it clear that the previous cestrus periods observed had 
not been brought about by the maturation of successive batches of follicles. 
Most of the regenerate animals had a normal’ cycle after the first spon- 
taneous appearance of cestrus symptoms, but in at least one case a very 


irregular series of cestrus-like phenomena occurred, ‘prolonged cornification 
being observed. 


The giant cells in the placenta of the rabbit. . 

.Sansom. found two kinds of giant cells in the pregnant uterus of the 
rabbit. 

The larger and more conspicuous variety is derived from the fcetal 
trophoblast, cells from which become detached from the blastocyst about 
the seventh day of gestation and penetrate into the obplacental mucosa. 
These cells grow rapidly and attain an enormous size, being sometimes 
0.4 mm. in length. They persist until about the twenty-second day, when 
fragmentation commences and they become broken up into comparatively 
small bodies. Large numbers of these cells are also formed from that 
portion of the trophoblast of the proximal zone of the bilaminar omphalo- 
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pleure which projects into the uterine cavity after the attachment of the 
blastocyst to the placental folds on the eighth day and the disappearance 
of the remainder of the omphalopleure. The cells proliferate from this 
“trophoblastic fringe’? pass into the uterine cavity, penetrate the 
regenerated uterine epithelium of the antimesometrial uterine wall and 
enter the underlying tissues. The proliferation of this “trophoblastic . 
fringe’ persists until the sixteenth day of gestation. 

The mesomestrial giant cells are of maternal origin being formed by 
the proliferation of the endothelial lining of the capillaries in the deep 
placental region. They appear about the eleventh day of gestation and 
persist until after the twenty-seventh day. They never attain a great 
size and are confined to the mesometrial region. The trophoblast of the 
chorion lave gives origin to great numbers of multinucleate spheres, 
which become free in the uterine cavity and the inter-placental reine 
These bodies are inactive, degenerate structures. 


B.°E.. 


’ The Quarterley Journal of Medicine. 
Vol xx. No. 80. July 1927. 
*Intracranial heemorrhage in infancy and childhood. W. P. H. Shelden. 


Intracranial hemorrhage in infancy and childhood. 

An analysis of 10,150 consecutive post-mortem examinations carried 
out at the Hospital for Sick Children, Great Ormond Street, since 1860 
showed fifty cases of intracranial hemorrhage in children under 12 years : 
of age. Shelden made use of these fifty post-mortem records to inquire 
into the frequency and causation of intracranial hemorrhage in children 
past the neonatal period ; it was not his purpose to review the work already 
done upon intracranial bitth trauma. Intracranial heemorrhage occurred > 
in just under 0.5 per cent. For comparison he found that tuberculous 
meningitis was:found in 11 per cent.and cerebral tumour in two per cent. 
of these reports. Of the 50 cases 28 were extra-cerebral and 22 intra-cerebral ; 
thus the intracranial heemorrhages of children are more often in the 
meninges than in the substance of the brain. 

It is shown. that intracranial hemorrhage may be pre-natal and four 
illustrative cases are quoted. Birth trauma and asphyxia account for the 
majority of the natal group but not for all; thus in some cases there 
seems little to account for the haemorrhage, others are examples of the 
heemorrhagic diathesis of the newborn. In considering the hsemorrhages 
atising after the natal period, heart disease, thrombosis of intracranial 
vessels, acute fevers, trauma, blood diseases, and chronic nephritis are’ 
discussed. 

There appears to be no special sex incidence. If cases due to labour 
are excluded, intracranial haemorrhage appears to be much more common. 
in the first year of life than later. After the first 12 months, the figures 
for the succeeding years show little variation. 


R. C. Lightwood, 
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The Bristol Medico-Chirugical Journal. 
Vol. xliv, No. 163, Spring, 1927. 
*Some clinical aspects ofi sterility. R. S. S Statham. 


Vol. xliv, No. 164, Summer, 1927. 
*The endometriomata. A. D. Fraser. 


*The prophylaxis of ophthalmia neonatorum. A. E. Iles. 


Some clinical aspects of steritity. 


Statham points out that the chief essential in the treatment of sterility 
is an accurate diagnosis of the case, not forgetting the husband; that 
anatomical defects and gross pathological lesions having been excluded, 
the most likely causes are endocrine upset and mild pelvic peritonitis 
causing obliteration or kinks in the Fallopian tubes; that thyroid gland 
in large doses is efficient in the endocrine cases, and that a test of 
patency of the Fallopian tubes should always be made before operative 
procedures are advised, otherwise many cases will be submitted fruitlessly 
to dilating and similar operations. 


The endometriomata. 

Fraser gives a brief accouut with illustrations of nine cases of endo- 
metrioma observed in Bristol during the last twelve months. According 
to Sampson’s classification these comprised three direct endometriomata 
of the uterus, three implantation endometriomata (endometrioma of ovary, 
chocolate cysts of the ovaries with endometrial tissue in the Fallopian 
tubes and rectovaginal septum, and endometrioma of umbilicus) and 
three transplantation endometriomata in operation scars. 


The prophylaxis of ophthalmia neonatorum. 

Iles considers that mercurochrome is as efficient as silver nitrate in 
the prophylaxis of ophthalmia neonatorum and is safer being devoid of 
reaction, In the treatment of established conjunctivitis with mercuro- 
chrome there is rapid subsidence of swelling and discharge. The necessity 
for frequent irrigation, and so for admission of the baby to hospital, is 
avoided, whilst the duration of treatment is reduced, and the unaffected 
eye is protected. 


BLE. T. 


The Canadian Medical Association Journal. 
January, 1927. 
*Puerperal infections. Sir Ewen Maclean. 


Puerperal. infections, 
Puerperal mortality is an international subject and might commend- 
ably engage the interest of the League of Nations. In England and Wales 
in 1922, out of 2971 maternal deaths 1029 were due to puerperal sepsis, 
556 to toxeemia, 390 to hemorrhage and 54 were due to phlegmasia (not 
ifcluded under puerperal sepsis). The available and comparable mortality 
of other countries shows the same domiuance of sepsis. 
For some reason or group of reasons not yet demonstrated, obstetrics 
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has not shared in like. degree with other departments of medicine the 
great benefits conferred on mankind by the work of Pasteur and Lister. 

In England and Wales 40,000 mothers die every 10 years from diseases 
and accidents of childbirth, and half of this total is attributable to puer- 
peral sepsis. 

An effective system of notification is essential to success in the attack 
on puerperal sepsis. 

The British Ministry of Health, under the Public Health Notification of 
Puerperal Fever Regulation 1926, enact that while puerperal fever remains 
notifiable in terms of the Infectious Diseases Notification Acts, these 
regulations place the further obligation on practitioners of, notifying all 
cases of pyrexia occurring during the puerperium irrespective of their 
cause; Puerperal Pyrexia being defined for the purpose of the Regulation 
as “any febrile condition (other than obvious puerperal fever) occurring 
in a woman within 21 days after childbirth or miscarriage in which a 
temperature of 100.4°F. or more has been sustained during a period of 
24 hours or has recurred during that period.” 

It therefore becomes necessary to notify the authorities on a separate 
form regarding every patient suffering from puerperal fever, although the 
case may already have been notified as puerperal pyrexia before a final 
diagnosis had been reached. 

New forms for notification have been issued, and provide for the 
requisitioning of nursing service, bacteriological investigation, specialist 
advice and assistance in doubtful cases of puerperal pyrexia or puerperal 
fever at the request of the medical practitioner, if the patient is unable to 
bear the cost herself. In many towns and some rural districts institutional 
accomodation is being provided. 

In time this ampler scope of notification and greater facilities for 
diagnosis, treatment and accomodation, will afford material for very 
valuable analysis. 

The present notification figures afford a very imperfect index of the 
prevalence of morbidity or mortality in association with puerperal sepsis. 

These new arrangements should provide means whereby important 
investigations can be carried out as, for example, the morbidity and mor- 
tality attendant on the use of forceps, or following embryotomy or in that 
group of cases where fatal infection was alleged to be endogenous. 

As regards autogenous infection, there is indisputable evidence of 
puerperal fever of the worst forms-developing after perfectly normal labour, 
without interference or damage and without vaginal examination. There 
is also evidence that a hemolytic streptococcus is present in the vagina 
before labour, but there is not that sequence of pyrexia following labour 
in these cases, that might be expected if the organism were the chief or 
only element. An important factor is the ‘‘soil” in which the microbe is 
implanted. Other factors including generalised infection from some 
focus, such as teeth, tonsils, bowel, the varying resistance ot the patient, 
both before and after labour, and maternal metabolism also call for 
investigation. 

The experienced clinical observer, the bacteriologist and the biochemist 
may be difficult to find combined in one person, but properly allocated 


and focussed team work, unhurried but unrelenting, will bring new truths 
to light. 


The maternity department as part of a general hospital, in intimate 
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relationship with a university is ideally placed for carrying out research 
and instituting effective treatment. 

At present methods of treatment are legion, a sure sign of unsettled 
knowledge as to causation and unsatisfactory therapeutics. 


The call is on all, individually and collectively in those spheres in 
which they can influence, to advance knowledge as to the factors con- 
cerned in this distressing malady, for upon such further kriowletige alone 
can effective treatment be based. 


J. Lyle Camerony 


Bulletin Médical de Quebec 
March, 1927. 
rupture of P. Dupré. 


Spontaneous rupture of pyosalpinx. 

There exist in abdominal and urgent surgery cases in which the classi- 
fied clinical syndrome commands a fairly accurate diagnoses. 

In other cases the symptoms furnish suggestions and only judicious 
analysis of antecedents can give sufficient probabilities to establish a safe 
diagnosis. Moreover, there exist other conditions which one cannot 
foresee, called by Lizars the “Quid ignotem’’ of -the abdominal cavity. 
These provide the diagnostic surprises, and they are frequent and often 
inevitable. 

Dupré reports three observations where the diagnosis was indeterminate 
but interference without delay was urgently called for. These were three 
cases of spontaneous rupture of a pyosalpinx into the general peritoneal 
cavity followed by acute diffuse peritonitis. 

Rupture is a rare complication in pyosalpingitis. In treatises on gyne- 
cology there is little allusion to it and it is merely cited as a possibility. 

At the Hotel Dieu de Quebec, however, in the service of two sur- 
geons, three successive patients were operated on in four days for acute 
diffuse peritonitis following rupture of a pyosalpinx. Two died in the 
twelve hours following the urgent intervention and one recovered. 

Rupture is a grave complication. The infection in the Fallopian tube 
lumen by transmigration of its walls sets up a perisalpingitis and result- 
ing adhesions together with sealing of the fimbrial end wall off the puru- 
lent collection. However, at times the adhesions are poor, leaving the 
distended Fallopian tube lightly covered, predisposing to rupture. 

The direct causes are probably exertion, thinning of the Fallopian tube 
wall from suppuration or from recrudescence of infection. Some authors 
give trauma during coitus or the use of violent purgatives as causes. 

‘Rupture may occur into any of the neighbouring hollow viscera with 
less risk to the patient as drainage follows leaving a fistula which tends 
to heal. 

Rupture announces itself in two ways: (1) simulating rupture of a 
distended gall bladder, inflamed appendix, or typhoid ulcer, when there is 
extremely violent pain sudden in onset, like a stroke of a dagger, and 
localised to one or other side cf the pelvis, and so severe that the patient 
may faint. The pulse is rapid and temperature variable. (2) The rupture 
may be attended by a cessation of symptoms, a deceptive calm as some- 
times attends gangrene of the appendix, causing delay when urgent inter-- 
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vention is called for. In a few hours all the symptoms of acute peritonitis 
appear. 

Bonney has reviewed all the recorded cases of rupture. There were 
45, of which 23 recovered and 22 died, a mortality of 48.8 per cent. In 32 
cases the onset of peritonitis was sudden and violent, in 13 it evolved 
insidiously. In 30 cases the times have been determined between the 
spontaneous rupture and intervention ; the earlier the operation the bigger 
is the percentage of recoveries. Twenty patients were operated upon in 
the first 12 hours: 14 recovered, 6 diefl—-7o per cent. cures, 30 per cent. 
deaths. Five patients were operated on after 48 hours: 4 died, 1 recovered 
—fo per cent. deaths, 20 per cent. cures. In four or five days after 
rupture, all died. 

Legueu reports three cases. Operation results: two recoveries, one 
death. It is a question. of old suppurating Fallopian tubes of great 
volume bursting under the increased pressure of a new infection. 

Dupré’s three cases were :— 

Case 1. Patient aged 38 admitted with general peritonitis. For two 
months she had been ill with pain in the lower abdomen, worse on the 
right side. Two days previously she was siezed suddenly with severe pain 
iu the right lower abdomen, fainting and cold sweats. On examination : 
pulse 130, temperature 102, the face drawn and tired; abdomen distended, 
rigid, very tender, especially on the right; vomiting copious; vaginally 
the cervix was neither soft or dilated; in the right fornix there was 
marked tenderness. 


Diagnosis.—Doubtful; possibly ruptured appendix or Fallopian tube. 
Interference was urgent. 

Operation.—Lower middle line incision; thin foetid pus escaped, com- 
ing from the pelvis; intestine red, distended and covered with lymph; 
appendix normal; caecum free; right Fallopian tube greatly swollen and 
distended, with a rupture the size of the tip of the little finger on the 
postero-superior aspect and pus escaping; nothing from the left. The 
peritoneal cavity was cleansed with artificial serum, three large drains 
were supplied to the pelvis and right flank. Toxeemia continued; the 
pulse-rate rose steadily, vomiting and distention increased and the patient 
succumbed in ten hours. 

Case 2. Patient aged 28, mother of five children, admitted with general 
peritonitis. The last confinement, 15 days previously was difficult and 
forceps were used, since when she had had continual hypogastric pain and 
profuse leucorrhcea. Three days previously the pain suddenly almost 
ceased, she became very collapsed and cold. At the end of eight or ten 
hours she began to vomit. On examination :— facies tired; pulse 140, 
temperature 102.5; tongue dry, thirst pronouuced, abdomen distended, 
tender—especially in the left iliac fossa, rigid. P. V. uterus enlarged, in 
the left posterior fornix a tender mass the size of a mandarine. : 

Diagnosis.—Having in mind the previous case—General peritonitis, 
probably from a ruptured pyosalpinx, . 

Operation.—_Immediate. Intestine red, distended; thick odourless pus 
welling from the pelvis; left Fallopian tube swollen, grey and black 
in places with a small opening. Fallopian tube removed, peritoneum 
cleansed and drained. Patient succumbed in six hours. 

Case 3. Patient aged 20, admitted with severe abdominal pain on 
June 22. Family and previous history negative; menstruation from the 
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age of 16 regular till marriage two years previously. One child aged four 
months, accouchment normal, since when amenorrhcea but lucorrhcea 
profuse. June 23rd, taken suddenly ill with severe pain in the right iliac 
fossa, with pallor, syncope and chill, and frequent vomiting. The bowels 
were confined even for flatus. 

On Examinatiou.—Pulse 135, temperature 101.5; abdomen distended, 
tender; P.V. tender diffuse mass in the right fornix. 

Diagnosis.—doubtful; ruptured pyosalpinx or infection of an enlarged 
ruptured tube (amenorrhcea four months). 

Operation.—_Immediate. Abdomen full of pus, no blood; appendix 
uormal; intestines red and distended. A pyosalpinx the size of a man- 
darine was found, grey in colour and flabby. There was a small opening 
with pus escaping. Fallopian tube removed, peritoneum cleansed and 
drained. 

After 48 hours there was a decided improvemeut in pulse, temperature 
and. general condition, which coutinued to complete recovery in three 
weeks. 

in the three cases cited the phenomena are markedly similar. The prog- 
nosis is serious, mortality being 30 per cent. even wheu operation is 
early. But the only hope is early intervention. 

. Spontaneous. rupture of a pyosalpinx is rare, but in peritonitis of 
sudden onset in women it must be kept in mind. 


J. Lyle Cameron. 


The Medical Journal of Australia. 

January I, 1927. 

Interim report on maternal mortality and morbidity in Victoria. 
R. M. Alban, 


January 8, 1927. 
*Experiences abroad with special reference to infant welfare. V. Scantle- 
burg. 


*Low transverse arrest of the foetal head in occipito-posterior positions. 
C. Coghlan. 


January 22, 1927. 
Some bad results of gynaecological operations. R. T. Furber. 
Puerperal Infection. H. A. Ridler. 


February 5, 1927. 

*A critical survey of the anatomy of the female pelvis based on sections 

and dissections of a series of sixteen female pelves. F. A. Maguire 
February 12, 1927. 

*A critical survey of the anatomy of the female pelvis based on sections 
and dissections of a series of sixteen female pelves. (continued). F. A. 
Maguire. 

February 19, 1927. 
‘The treatment of peritonitis. W. R. Groves. 
*A case of concealed accidental haemorrhage. H. A. Ridler. 
February 26, 1927 
*Psychoses in the puerperium. R. S. Ellery. 
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March 5, 1927. 
*The scar in Ceesarean section: with report of two cases of rupture of 
the uterus. C. E. D’Arcy. 


March 12, 1927. 
*Wandering endometriomata. R. Davies. 


March 19, 1927. 
*Summary of radium treatment at the Women’s Hospital, Melbourne, 
during the last five years. W. D. Saltau. 


April 6, 1927. 
Obstruction of the ileum in pregnancy. F. C. Burke-Gafiney 
April 23, 1927. 
Ectopic pregnancy in three sisters. W. IL. Crowther. 
May 14, 1927. vai 
*Gas infection of the uterus with jaundice, following actin: FH. 
Beare and J. B. Cleland, 
*Pseudo-myxoma peritonei of appendiceal origin and- mucocele of the 
appendix. J. B. Cleland and J. G. Sleeman. 
May 28, 1927. 

*Gas infections of the uterus with jaundice due to bacillus welchii 
following abortion. R. Magarey, J. B. Cleland and J. G. Sleeman. 
Partial rupture of the uterus during dihigipreced with fatal intra-peritoneal 

hemorrhage. J. B. Cleland. 
June 4, 1927. 
Professor Blair Bell’s lead treatment of malignant Disease. B. H. Swift. 
June 11, 1927. 
Chorion epithelioma. C. E. D’Arcy. - 


Pseudo-hermaphroditism. occurring in two children in one family. W. 
Davis. 


June 18, 1927. 
Prognosis in endometrial carcinoma. (Current Comment). 


Experiences abroad with special references to infant welfare. 

Scantleburg draws attention to the widespread awakening of interest 
in infant mortality all over the world, due, according to Holt, to thrée 
reasons. (1) Growth and expansion of the humanitarian spirit : (2) Concern 
of modern states about depopulization : (3) Great advances in gees eriin 
medicine in the last thirty years. 

Good results are being obtained from welfare work in (a 
New Zealand and elsewhere, even though different methods of artificial 
feeding are being adopted. Although there has been wide divergence 
of opinion on the respective merits of these methods, the primary aim 
must be to inculcate knowledge of the more simple basic principles of 
mothercraft, embodying detailed care regarding cleanliness, regularity of 
feeding and habits, fresh air and sunlight, general management of the 
child and natural feeding. Widespread teaching in mothercraft should 
be the essence of infant welfare work. 


Low transverse arrest of the foetal head in occipito-posterior positions. 
Coghlan considers that the fundamental cause of occipito-posterior positions 
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of the foetal head is insufficient flexion of the head whten engaging, so that 
the occiput and the sinciput are more or less at the same level, the occiput 
leading slightly. Any of the causes of slight extension or insufficient 
flexion of the head are thus predisposing causes. When the head reaches 
the pelvic floor, advance is delayed and the occiput tends to rotate to the 
front (being the first part to strike the floor). At the same time, owing to 
the resistance to the advance of the occiput, extension is increased with 
each pain with the consequence that the sinciput reaches the pelvic floor 
at the same level as the oce?put and rotation ceases, equal forces now 
acting at opposite ends of the long axis of the head. With continued 
uterine action, the head becomes jammed tight into the narrowing transverse 
diameter of the pelvis, and uterine retraction pertained it cannot be 
displaced except, perhaps, under deep anzesthesia. 

The easiest way to bring about safe delivery is the use of Kielland’s 
forceps if familiar with their application. 


A critical survey of the anatomy of the female pelvis based on sections and 
dissections of a series of sixteen female pelves. 
This lengthy article, which occupies nearly fifty pages in the two 
numbers, with ten pages of illustrations, does not lend itself to abstracting, 
but should be read by all interested in the anatomy of the female pelvis. 


A case of concealed accidental hemorrhage. 

Ridler reports a case of concealed accidental hemorrhage in a ii-para 
aged 41 years, which occurred at the eighteenth week of pregnancy, in 
which the uterus was distended to the size of an eight months’ pregnancy. 
Recovery followed plugging the vagina. 


Psychoses in the puerperium. 

Ellery draws the following conclusions :— 

1. There is no particular puerperal psychosis. 

2. Any psychosis may develop during the puerperium, in which case 
the mental symptoms may be coloured by the physical condition. 

3. The three commonest psychoses which occur in connexion with the 
puerperium and in which pregnancy is a dominant aetiological factor, are 
confusional insanity (of toxic-exhaustive origin), the maniac-depressive 
psychosis, and dementia precox. These occurred in ratios of 49 per cent., 
27 per cent., and 21 per cent. respectively. 

5. The incidence of definite insanity in the patients’ family was 47 per 
cent. and this figure is probably too low. 

5. Confusional insanity offers the best prognosis, with 49 per cent. of 
recoveries, though this figure is lower than that of recent authorities. 

6. The signs of incipient psychosis should not be mistaken for the 
recognized psycopathies of what is generally a normal birth. 

7- The earlier treatment is commenced the better the prognosis. 

8. The indications for abortion in psychotic cases are rare. 

9. The obstetrician is advised to consult a psychiatrist before deciding 
upon treatment. 

10. In the absence of specific treatment, when there is a known insane 
heredity, some form of prophylaxis, either marital abstinence or the employ- 
ment of a contraceptive method, should be recommended. 
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The scar in Cesarean section: With report of two cases of rupture of the uterus. 
In the first case a woman aged 18 years was admitted to hospital for 
obstructed labour in her second pregnancy. Three years previously shc 
had undergone Cesarean section during her first labour on account of 
disproportion. A dead child weighing eight pounds was delivered by 
Ceesarean section. The Czesarean scar had been adherent along its whole 
length to the anterior abdominal wall. On the right side it was still 
adherent and much blood had been extravasated between the layers of 
the abdominal parietes. The adhesions were freed and supravaginal 
hysterectomy was performed. The patient made an uninterrupted recovery. 
In the second case the first Cesarean section was performed for 
concealed accidental hemorrhage and the second for rupture of the uterus 
during labour two years later. On opening the abdomen free fluid and 
blood escaped and the amniotic sac containing the foetus was found lying 
unruptured in the abdominal cavity, part of the sac still being held within 
the opening of the uterus. Adhesions were separated and supravaginal 
hysterectomy was performed. The patient made a good recovery. 

The author attributes the easy convalescence in these cases to the fact 
that neither patient had any manipulation before the uterus ruptured and 
so was not infected, and adds that most patients with uterine rupture 
have already been subject to attempts-at forceps extraction, version or 
other procedure which accounts for the high percentage of peritonitis which 
occurs. Also, blood loss in rupture through a Ceesarean scar is less than 


in other ruptures which occur in the lower uterine segment where large 
vessels are likely to be torn. 


Wandering endometriomata. 


A married woman, aged 41, sterile, suffered from metrorrhagia with 
a pelvic tumour which was diagnosed as a fibromyoma, and hysterectomy 
was advised. On opening the abdomen all that could be seen of the uterus 
was a small portion of the anterior wall, the sigmoid flexure from the 
left and the caput ceci and appendix from the right appeared hulked 
downwards and towards the mid-line and plastered on to the posterior 
surface and on top of the fundus uteri and to the back of the inner portion 
of both Fallopian tubes. The uterus was then separated with scissors and 
both Fallopian tubes and ovaries were recognized bound down in the 
general mass of firm adhesions. Both Fallopian tubes were much enlarged, 
and both ovaries were polycystic, the cyst contents being dark fluid. 
The appendix was removed and then panhysterectomy and double salpingo- 
oophorectomy was performed, a small portion of healthy left ovary being 
left. 

On section, both walls of the uterus were thickened and the posterior 
wall was the seat of an unencapsulated and cystic growth. Microscopically 
the tumour had the structure of an adenomyoma in which islets of whole 
endometrium formed an essential part of the growth. The adhesions to 
bladder and bowel appeared to be due to invasion by these islets of endo- 
metrium so that they represented a wandering endometricma. Except for 
thrombosis of the left femoral vein, which developed on the twentieth day, 
recovery was uninterrupted. 

Six months later a swelling, one and a half inches in diameter and free 
from tenderness, occupied the floor of the pouch of Douglas and was 
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attached to the rectum. The patient’s general health was much improved, 
and she was a stone heavier than before the operation. 


Summary of radium treatment at the Women’s Hospital, Melbourne, during the 
last five years. 

In this summary of 164 gynecological cases treated with radium during 
the years 1921I—25, there were 134 cases (80 per cent) of carcinoma of the 
cervix and the following points are emphasized :— 

1. The small percentage of cures or possible cures in the inoperable or 
border-line growths. 

2. The value of pre-operative and post-operative radium treatment in 
the. operable tumour. 

3. The undoubted palliative action of radium in relieving symptoms 
in even the most advanced cases. 

4. The unfavourable local respouse to radium treatment of vulvo-vaginal 
carcinomata. 

5. The scope for radium treatment of hemorrhage in chronic sub- 
involution of the uterus. 


Gas infection of the uterus with jaundice following abortion. 

Beare and Cleland record a fatal case of Bacillus welchii infection with 
jaundice and originating in the uterus of a married woman aged 42 years, 
following an abortion which was presumably induced. The Bacillus 
welchii was recovered after death from the uterus, liver, gall-bladder, 
spleen and heart blood. 


Pseudo-myxoma peritonei of appendiceal origin and mucocele of the appendix. 

On the post-mortem table during the last few years, Cleland and 
Sleeman have seen two cases of large mucoceles of the appendix. Both 
were in old men. In one the appendix had gradually increased in size 
until it was as big as a football and contained jelly-like matter. In the 
other case the dilated appendix had not reached the same size, but had 
ruptured and its contents had given rise to the condition known as pseudo- 
myxoma peritonei, of which it was a very good example. The most common 
cause of this condition is rupture of a pseudo-mucinous ovarian cyst. Cases 
of appendiceal origin come next in frequency. 


Gas _ infections of the uterus with jaundice due to bacillus welchii following 
abortion, 

Recording two cases under the care of Magarey, the authors state that 
in the Adelaide Hospital since the year 1920 a series of fatal cases following 
abortion has occurred in which jaundice was usually a prominent sign. 
The downward progress of the patients was usually rapid, death occurring 
in two or three days from the onset of uterine bleeding. During the period 
mentioned there have been six definite cases of this type and they have 
also done a post-mortem examination on the body of a private patient who 
was under the care of Dr. Beare (see above). All these seven patients 
were jaundiced. In addition there were three probable cases of the saine 
kind, in only one of which there was jaundice and that was slight. There 
were also three possible cases coming under the same category. The 
condition is one of the commonest causes of loss of life following abortion 
in Adelaide Hospital patients. 
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It would thus seem that in Adelaide during recent years there has 
been an undue number of infections of the uterus with anzerobic gas-forming 
organisms. The patients have all aborted at an early period of pregnancy, 
from the second to the fifth month. All have denied interference, but ‘it 
was thought in all instances that such interference had probably taken 
place, although there was no evidence of it. It seems that the 
miost likely explanation of how the gas-forming bacteria had reached 
the interior of the uterus was by the introduction of fecal specks at the 
end of some implement used for bringing about abortion. The vulval 
hairs and orifice must frequently be contaminated with bacteria of feecal 
origin. The passage of an instrument, unless in expert hands and atter 
thorough cleansing, must from time to time carry fecal material 
containing organisms into the interior of the uterus. Once lodged. 
there and abortion commencing, the anzerobic organisms might find 
in blood clot and necrotic material in the uterine cavity an excellent nidus 
for their development. 

The most pronounced clinical feature in these infections is the apparent 
lack of realization by the patient herself of the severity of her illness. In 
contradistinction to the anxious and worried facies of the ordinary general 
peritonitis patient, these patients are calm and unruffled. They seem 
to be mentally numbed, although quite clear and intelligent. 


F. T. 


American Journal of Obstetrics and Gynecology. 
May, 1927. 
*Clinical and experimental studies on the toxemias of pregnancy. ae J. 
Stander. 
*Syucytial endometritis and syncytioma. M. Rosenzweig. 
*Ovarian luteoma with case report. S. A. Wolfe. 
*Pulmonary embolism complicating pregnancy, labour and the puer- 
perium. E. Bunzel. 
*An analysis of the results in 130 pregnancies subsequent to Czesarean 
section in 96 patients. F. W. Rice. 
*Treatment of menstrual disorders by roentgen rays. A. J. Rongy. 
*Structure and functions of the endocrine glands, particularly of the 
ovary. L. Fraenkel. 
*The morbidity and mortality of Caesarean section. T. L. Montgomery. 
*Pregnancy and heart disease. J. Corwin, W. Herrick, M. Valentine and 
J. Wilson. 
*Report of a case of separation of the symphysis pubis and fracture of 
the ascending ramus with normal delivery. J. Walker. 
Perineal injuries during parturition with a report of 336 cases. J. F. 
Carrell. 
Indications and technic of Cesarean section. C. B. Lull. 
The advantages of rectal palpation during pregnancy and labom. H. 
Struckert. 
*The viability of the cast-off menstrual endometrium. R. S. Cron and 
G. Gey. 
A case of eclampsia with relatively low blood pressure. A. L. Desser. 
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A case of intra-abdominal pregnancy with living child. W. P. Daly. 
Collective Review. ‘The obstetric literature of 1926. J. P. Greenhill. - 
June, 1927. 
*An inquiry into the cause of oligohydramnios. W. Schiller and R. M. 
Toll. 
*Ectopic endometrium in the ovary and inguinal canal. E. F, Schmitz. 
*Primary carcinoma of Fallopian tube with report of three cases. D. 
Barrows. 
*Is magnesium sulphate intravenously warranted in eclampsia? Clinical 
results vs. experimental evidence. E. M, Lazard. 
*The treatment of obstructing rectovaginal endometriosis. W. P. Graves. 
The emotional life of woman in relation to the practice of gynecology. 
D. Macomber. 
*Results of operations for retroversion. R. A. Hurd. 
A case of abdominal twin pregnancy presenting unusual features. J. 
Harrar. : 
*Prevention of carcinoma of the cervix. H. R. Charlton. 
*The principles of the treatment of genital prolapse. The technic of 
ventrofixation of the vagina. L. Fraenkel. 
A new sagittal pelvimeter. H. Acosta-sison. ‘ 
*Pneumonia as a sequel to anesthesia. M. Pierce Rucker. 
*The pathogenesis of pemphigus neonatorum. F. H. Falls. 
*Can quinine kill the foetus in utero? G. Gellhorn. 
Report of a case of umbilical cord coiled five times around infant’s neck. 
W. Gossett. 
A case of ruptured uterus during the second labour after Czesarean 
section. P. E. Thornhill. 
An obstetric tampon. A. M. Campbell. 
Report of the committee on maternal welfare to the thirty-ninth annual 
meeting of the American Association of Obstetricians, Gynaecologists 
and Abdominal Surgeons. G. C. Mosher. 
Collective Review. The obstetric literature of 1926. J. P. Greenhill. 
July, 1927. 
*Changes in metabolism and their relation to the treatment of vomiting 
of pregnancy. W. J. Dieckmann and R. J. Crossen. 
*Cirsoid aneurysm of the uterus. W. P. Graves and G. Van S. Smith. 
*Dystocia caused by an hemangioma (chorioangioma) of the placenta. 
L.A. Emge. 
Twin pregnancy after temporary suppression of menstruation following 
Reentgen-ray treatment for mammary cancer. I. Kaplan. 
The diagnosis of rachitic pelves by the X-ray. H. Thoms. 
Report of a case of osteogenesis imperfecta in twins. W. Welz and B. 
Lieberman. 
Continuous endobronchial aspiration for pulmonary edema complicating 
eclampsia. W. Moore and J. Lawrence. : 
Report of a case of carcinoma of female urethra. W. Pugh. 
Therapeutic abortion by means of the Roentgen-ray. D. Wyser and M. 
Mayer. 
Female genital tuberculosis with the report of an unusual case. A. 
Friedrichs. 
*Pelvis infections: An analysis of 550 operated cases with special refer- 
ence to the sedimentation test in 100 gynzecologic cases. W. Black. 
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The care of the breast and its complications during pregnancy. P. Carter. 
The proper evaluation of the obstetric case. W. Levy. 

Report of a case of vagitus uterinus. F. Freed. 

*The fluctuation in blood sugar during eclampsia and its relation to the 


convulsions. A preliminary report. P. Titus, P. Dodds and E. 
Willetts. 


Collective Review—New books. R. T. Frank. 
Selected abstracts—Uterine carcinoma. Extrauterine pregnancy. 
August, 1927. 

*The nasal application of pituitary extract for the induction of labour. 
J. Hofbauer and J. Hoerner with the collaboration of K. Oliver. 
Observations on the parietal fontanelle in the newborn and in young 

infants. F. Adair and R. Scammon. 

A study of the infant’s birth weight and the mother’s gain during preg- 
nancy. J. M. Slemmons and R; Fagan. 

*Liver extract in the toxeemias of pregnancy. H. Miller and D: Martinez. 

*Vaginal sterilization with or without vaginal hysterotomy. F. Irving. 

*Carcinoma of the cervix in a thirteen-year-old patient. A. Bonuer. 

*The common cause and the prevention of reactions following iutra- 
venous injections of glucose (dextrose) solution. P. Titus and P. 
Dodds. 

*Ligation of the uterine arteries for control of haemorrhage in placenta 
previa. W. Kerwin. 

The significance of inflammation of the umbilical cord. R. Siddall. 

Pregnancy following thyroidectomy. A. Williamson. 

*The value of the sugar test in the diagnosis of pregnancy. L. C. Scheffey. 

The case-teaching method of gynzecology. S. R. Meaker. 

Cardiac stimulation by massage and adrenalin for suspended animation 
with the report of a case. E. H. Greene. 

*Vaccination of pregnant women and newborn infants. B. Lieberman. 

*The value of the blood sedimentation test in gynaecology. W. Benischek 
and M. Douglas. 

“Benign uterine bleeding. A preliminary report. J. V. Meigs. 

Lichen planus of the semimucous membranes of the pudendum muliebre. 
D. Montgomery and G. Culver. 

*The use of radium in the treatment of endometrioma of the rectovaginal 
septum. A. Heineberg. 


*Report of benign giant cell tumour of the xanthosarcoma type. H. 
. Dittrick. 


Porro Ceesarean section for post inflammatory displacement and _ fixation 
of the cervix. R.-A. Wilson. 


Annular detachment of the cervix in a case of prolonged labour due to a 
generally contracted pelvis. L. Dorsett. 

Long stauding granuloma inguinale. F. W. Rice. 

A case of fibromyoma of the vagina. C. B. Ingraham. 

*Report of two cases of malignaut neoplasm of the ovary. Treatment by 
radiation. A. W. Jacobs. 

Report of a case of septicemia following a sacral anesthetic. LL. Hall. 

Abstracts of the proceedings of the fourth annual conference of the state 
directors of the administration of the Sheppard-Towner Act, held in 
Washington. 

Selected abstracts.—Sterility and Sterilization. 


| 


Review of Current Literature 825 


Clinical and experimental studies on the toxemias of pregnancy. 

Stander believes that pre-eclampsia differs only from eclampsia in 
the absence of convulsions, and he supports his opinion by a graph 
showing the similarity between fall of blood pressure and the albumin 
during the course of each of the conditious. The evidence is quite con- 
vincing to the writer that there is a type of patient in whom the reserve 
power of the kidney is too low to meet the extra demands of pregnancy 
and a temporary albuminuria results analagous to the lowered threshold 
for sugar secretion in other conditious. Stander appears to assume the 
presence of a pre-existing nephritis in cases in which the albumin and 
blood pressure remain high after eclampsia. He is thus able to coudense 
toxeemias of late pregnancy iuto the following three classes :— (1) Eclamp- 
sia; (2) Nephritis; (3) Low reserve kidney. From a number of blood 
analyses in eclampsia Stander finds an increase in the sugar, lactic acid 
aud uric acid, and a decrease in the CO., combining power. He had 
found that almost identical changes in the blood chemistry result from 
anesthesia. The evidence that Stander has been able to obtain makes 
it improbable that histamine is an aetiological factor in the cause of 
eclampsia, but from a consideration of the chemical findings in the blood 
he thinks that anoxzemia must hold an important position in any theory. 

A comparison of some of the different methods of treatment ana 
certain experimental investigations have led to some deductions which 
surprise Stander himself. For instance, the time honoured use of morphia 
is unexpectedly found to combat the acidosis of eclampsia; the equally 
time honoured use of anzesthetics is, on the contrary, entirely harmful; 
and bleeding is useless. In regard to treatments which have been 
recently introduced, magnesium sulphate is held to be dangerous because 
(in dogs) it causes fatty changes in the liver and lowering of the CO, 
combining power, while insulin with glucose is advocated to combat 
acidosis. 

It is interesting to note that in the July number of the American 
Journal of Obstetrics and Gynecology Titus and others report that the 
blood sugar is diminished in eclampsia and that insulin is contra- 
indicated (see p. 833). Dieckman and Crossen in the same number combat 
the view that the CO, combining power is alone an index of acidosis. 
(see p. 831). Bewildered by the contractions of an exact science the 
clinician must either blunder on as an empiricist or, with Oriental 
placidity, resign the patient to her fate-——Abstractor.) 


Syncytial endometritis and syncytioma, 

Rosenzweig follows Ewing’s classification of ‘atypical’ or ‘transitional’ 
chorion-epithelioma into (1) syncytial endometritis in which there is 
unrestrained invasion of the myometrium by isolated syncytial cells; (2) 
syncytioma in which the growth is mainly composed of masses of syn- 
cytial cells showing signs of degenerative changes. He reports a case 
illustrating each type of growth. The failure to recognise these two 
relatively benign types of growth has led to radical treatment when 
conservative measures are indicated. 


Ovarian luteoma with case report. 
Luteoma designates a malignant ovarian tumour derived from lutein 
cells. It is extremely rare and Glynn is quoted as having been able to 
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find only 14 authentic cases in the literature. In addition, Glynn found 


records of ten cases which though reported as “ovarian hypernephroma”’ 
were really examples of luteoma, 


’ Wolfe’s case report describes a bi-lateral yellowish tumour in the 
ovaries composed of groups of cells with pale-staining though granular 
cytoplasm having a morphological resemblance to lutein cells, except that 
the nuclei are flattened against the cell membrane like the signet-ring 
cells of the Krukenberg tumour. Wolfe eliminates the diagnosis of a 
Krukenberg tumour because in his specimen the cells were in compact 
masses and the stroma was insignificant while in the Krukenberg tumour 
the scattered epithelial cells lie in a stroma which resembles sarcoma. The 
subsequent history of the patient is unknown. 


Pulmonary embolism complicating pregnancy, labour and the puerperium. 

Bunzel has collected the records of 32 cases of presumed pulmonary 
embolism in a series of 31,716 cases delivered during five years in three 
New York Hospitals. Six patients died (mortality 0.1 per cent.). In 
seven cases the embolism occurred in early pregnancy—once each in heart 
disease, laparotomy for ovarian cyst and ectopic gestation, and four times 
following hysterotomy for the induction of abortion. One woman died 
near term undelivered, and the remaining cases followed delivery near 
term. No facts of importance in regard to age or length of labour emerge 
from this study, but the author shows that the incidence of pulmonary 
embolism is three times greater in operative than in spontaneous delivery. 
This. is shown by the fact that in the 24 cases delivered, 66.6 per cent. 
died and 75 per cent. had had some obstetric operation performed. The 
danger of embolism after hysterotomy for the induction of abortion is 
also brought out; as also that the incidence of embolism is much greater 
after any operation causing (or undertaken for) hemorrhage and the 


author assumes the excessive bleeding during labour is a pre-disposing 
cause. 


Regarding the duration of signs or symptoms, we note that sudden 
death occurred in 42 per cent. There were two cases of secondary embolism 
respectively seven and twenty-one days after the primary lesion. In the 
entire series signs of phlebitis were only recorded in four cases all of 
which were in the saphenous vein. Of the cases which terminated fatally 
70 per cent. died within one hour, and go per cent. within twenty-four 
hours. In only three of the fatal cases was an autopsy obtained. 


The treatment recommended is along the ‘normal lines, and prophy- 
lactic measures lie in the direction of overcoming circulatory stasis, increas- 
ing asepsis and decreasing heemorrhage. 


Treatment of menstrual disorders by roentgen rays. 

The action of X-rays upon the ovary is unknown except to some extent 
by the results. Whereas this form of treatment has been hitherto employed 
to decrease the activity of the ovarian secretion Rongy in. this paper gives 
an account of the apparent effect of the rays upon cases of scanty and 
irregular menstruation associated with sterility.. Thirty-six women were 


treated and in 22 regular menstruation was established and eight became 
pregnant. 
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An analysis of the results in 130 pregnancies subsequent to Cesarean section 
in 96 patients. 

-In this study Rice has analysed the subsequent obstetric history of 
96 women who had been delivered by Czesarean section. Seventy-six 
patients had 92 subsequent Czesarean sections. Twenty of the women were 
delivered vaginally of thirty children without any material deaths and 
only one stillbirth. The method of delivery was :— ‘Spontaneous 10 cases, 
Induction 6 cases, Breech extraction 1 case, Forceps 13 cases. The findings 
at the operation for repeated sections were :— one rupture, three thin 
sears, and more or less dense adhesions in 26 cases. Three patients died 
respectively from ruptured uterus, peritonitis and pneumonia. There 
were three stillbirths in the series of repeated sections. 

The author is in agreement with the statement that in every case, 
where proper apposition of uterine muscle is obtained and no infection 
follows, the resultant scar is replaced by normal muscle. Thus the 
structure and function of the muscle is not impaired and there should 
be no fear of rupture provided thaf there is no sepsis and the suturing is 
neither too tight nor too loose. 


Structure and functions of the endocrine glands, particularly of the ovary. 

‘ This paper deals with the internal secretion of the ovary. Fraenkel 
assumes that hormone is formed in the liquor folliculi but that the 
theca externa prevents it entering the circulation until a connection with 
the blood is established by rupture of the follicle. The formation of the 
corpus luteum adds some further substance. The two form the permanent 


endocrine secreting organs of the ovary. The —— —o in 
animals is the interstitial gland. 


The morbidity and mortality of Cesarean section. 

After reference to Routh’s and Holland’s investigatious into the mor- 
tality of Caesarean section, Montgomery turns to ‘‘the less pleasant task” 
of auditing the results of the operation at the Jeffersou Medical College 
Hospital. The unsatisfactory results are published for the lesson they 
may teach others. Out of 25 Caesarean sections four women died—three 
from sepsis and one desperate case of placenta praevia died on the table. 
A Series of 25 cases is too small to allow of any trustworthy deductions. 
There will be general agreement with the author that the later in labour 
Ceesarean section is undertaken the more dangerous is the operation, and 
that in placeuta praevia the operation is best confined to central insertion 
of the placenta with a closed and rigid os. The author is pessimistic ir 
regard to section for fibroids complicating pregnancy. 


Pregnancy and heart disease. 

Since 1919, pregnant women with cardiac disease at the Sloane Hos- 
pital for Women have been assigned to a special cardiac clinic under 
combined medical and obstetrical supervision. During their seven years 
work in this clinic the authors have been impressed with certain facts 
which merit attention. In the first place, diagnosis is more difficult owing 
to the large breasts and the raised diaphragm. The signs vary from time 
to time especially in mitral stenosis. Irregularities of the heart’s action 
are rarely of serious import. Nature frequently safeguards the mother 
and child by the onset of premature labour. Aortic regurgitation is even 
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more dangerous than mitral stenosis, but syphilitic aortitis and myocard- 
itis do well. The seriousness of fibrillation depends upon the myocardial 
capacity. No attempt should be made to induce labour in a badly decom- 
peusated patient. If she cannot be improved by medical means she is 
in grave danger but “forcible delivery will certainly kill her.’ In such 
an impasse it is best to trust to nature rather than ‘‘art,’’ for these cases 
do deliver themselves with surprising ease. Probably half of such 
extreme cases will die, but the authors remind us that the expectation of 
life is at best very short and that it may be but little shortened by preg- 
“nancy and delivery. Delivery should be in the hands of obstetric experts 
and Ceesarean section under general or spinal anzesthesia may be advisable. 
Experience has shown that if serious circulatory breakdown can be 
avoided during pregnancy, labour will have no permanent ill effect upon 
the heart. But if decompensation has occurred, the future capacity of 
the heart is diminished. A statistical summary is given of 196 cases. 
The mortality is about 6.0 per cent. and ‘‘toxzemic’? symptoms were 
present in approximately 20 per cent. The average duration of the 
second stage of labour was an hour-and-a-half, and.the average weight of 
the children was 63 pounds. One hundred and nine cases were observed 
for a year or more after labour and seven of these died within three 

months, but the mortality is not higher than the authors would have 
expected in any group of similar heart lesions apart from pregnancy, 

It will be seen therefore that the authors hold the opinion that pregnancy 

with proper care and supervision is not a great menace to the patient 
with a bad heart. 


Report of a case of separation of the symphysis pubis and fracture of the 
ascending ramus with normal delivery. 

The case is apparently reported as an instance of fracture of the pelvic 
bones as the result of normal labour, but the authors’ actual report 
appears to indicate that the lesion was the result of an accident prior to 
labour. A healthy primigravida, aged 31, who had had no rickets or other 
disease was admitted four days before the expected date of confinement 
with a history of pain following a fall over a bucket. She then com- 
plained of pain in the abdomen and on drawing up the legs. She had a 
slight rise of temperature but was not in labour. Attempts to induce 
labour by castor oil and quinine failed. Two days after admission the tem- 
perature rose to 104°F. and a tender area was found over the pubic joint 
together with marked separation. When labour came on some days later 
she had to lie on her back and was unable to move from side to side. 
Labour was long but spontaneous. Subsequent X-ray examination showed 
a transverse fracture of the junction of the ascending ramus of the 
ischium with the pubis without displacement. 


The viability of the cast-off menstrual endometrium. 

In, opposition to the Sampson theory it has been urged that cast-off 
endometrium is of diminished viability, or is even dead, and, in order to 
prove or disprove this statement, Cron and Gey have cultured a bit of 
menstruating epithelium in vitro. The material was obtained by curettage 
onthe second day of the flow. These fragments were placed upon-a suit- 
able medium, and connective tissue and epithelial cells grew. Hence 
the authors consider that they have proved that the menstruating epithe- 
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lium is viable. But what they have not proved is the viability of endo- 
metrial fragments cast off by the uterus in the normal process of menstru- 
ation. 


An inquiry into the cause of oligohydramnios. 

Schiller and Toll had the opportunity of making a very full exami- 
nation of a case of oligohydramnios associated with foetal. club foot and 
absence of the left kidney. They record the case in great detail, but, 
with the exception of the foetal deformity and absence of liquor amnii, the 
only striking feature was the presence of inflammatory cells in the 
placenta. Upon this fact they base a rather top-heavy theory which 
starts with the presumption of a pre-existing endometritis and passes on 
through a-localised hyperzemia of the decidua to absence of the left kidney. 
The spread of the hypothetical inflammation is believed to have caused 
the loss of the amniotic epithelium and, hence, of the liquor amnii. 
Abseuce of the liquor amnii at a very early stage of pregnancy resulted 
in the club feet, and, finally, the premature labour is ascribed to the 
placental inflammation. 


Ectopic endometrium in the ovary and inguinal canal. 

The record of this case seems to indicate that Schmitz shares with 
others the feeling that, without in the least detracting from the brilliance 
of Sampson’s conception, there is a catch somewhere in the theory. He 
records a most interesting case of the association of a bi-lateral endo- 
metrioma of the ovaries with an: endometrial mass in the groin together 
with histological reports and photomicrographs. In one of these he shows 
active proliferation of the endothelium of a small capillary or lymphatic, 
and, in other sections taken from the inguinal mass, he found numerous 
capillaries showing various degrees of similar proliferation surrounded by 
cells which were indistinguishable from stroma cells. The whole formed 
a picture which strongly suggested the presumption of the origin of 
ectopic endometrium from capillary endothelium. This primitive gland 
formation may, he suggests, be accounted for as embryonal rests which 
in response to an unknown stimulus have taken on a higher form of 
differentiation, or on the other hand they may represent a metaplasia 
of the endothelium. The author inclines to this view of mataplasia. 


Primary carcinoma of Fallopian tube with report of three cases. 

Barrows here reports three new cases. Two women only survived the 
operation for a few months and the third, upon whom a more complete 
removal had been undertaken, was still alive six weeks after. These 
results show the malignancy of the condition, the mortality of which is 
about 50 per cent. The growth is most often found between the ages of 
40 and 50 but cases have been reported at a much earlier age. Parous 
and nulliparous are equally liable. Salpingitis is thought to be a pre- 
disposing factor. 

The leading symptom is an irritating watery discharge which may be 
stained with blood. Some writers have found portions of growth in the 
discharge and occasionally in curettings. A palpable mass may lie to 
the side of the uterus. 

The tumour exists in two types—a papillary which is the most fre- 
quent and an alveolar which is a late form of the papillary. There is 
a good list of references. 
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Prevention of carcinoma of the cervix, 

In sonorous language, under a quotation from Conrad, Charlton bids 
us look to leucorrhcea as the cause of cancer of the cervix for “ it persists, 
through years, eternally, stimulating abnormal epithelial tissue changes 
in an area prone to many insults’. Treatment of a chronic cervicitis 
will lead to the broad ocean of safe sailing, whereas, its neglect is but the 
prologue of an epithelial drama whose curtain may be a malignant death. 

Though prepared to give-a general agreement to the thesis, the New 
York Obstetrical Society was not inclined to be stampeded. Drs. Cook 
and W. P. Healy offered some well balanced criticisms which show the 
need of further investigation into this difficult problem. In fact they 
carried out the spirit of Charlton’s quotation from Conrad ‘All assertion 
in this world of doubt is insolence.”’ 


Is magnesium sulphate intravenously warranted in ccleini ? Clinical results 
vs. experimental evidence. 

The clinician has been ever wearied by the carping of the scientist, 
and Lazard is no exception. He developed a treatment for eclampsia 
with magnesium sulphate which gave good results in his hands. Stander 
in an article upon the toxic effects of certain drugs mentioned inter alia 
that, judging by experimental evidence upon two dogs, magnesium 
sulphate was not a safe drug to use in eclampsia because it caused fatty 
changes in the liver. Lazard in the present article rebuts the suggestion 
by recording one case of habitual premature delivery which went to term, 
another of detached retina which became more attached, and two cases of 
lowered blood pressure. All with nephritic symptoms and all treated with 
magnesium sulphate. Further, he can point to a ‘“‘number”’ of pre-eclamptics 
who did not develop fits as a result of treatment by magnesium sulphate. 
Lazard feared that he would uot be able to disprove Stander’s statement 
that magnesium sulphate caused fatty changes in the liver, but the for- 
tuitous death of an eclamptic treated by the drug provided the evidence 
he required for in this woman’s liver no fatty changes were found. On 
the assumption that one woman is equal to two dogs the position is one of 
stalemate and we must await the next move on the part of the pro- 
tagonists. ; 


The treatment of obstructing rectovaginal endometriosis. 

Graves reports three cases (one of which is contributed by Sampson) 
which illustrate, first, the severity of the obstruction to the rectum which 
these growths may cause, and second, the extraordinary recovery which 
follows hysterectomy with removal of the ovaries together with a tem- 
porary colostomy. The induration in the pelvis does not disappear but 
remains symptomless. 


Res:.its of operations for retroversion, 

in this paper Hurd essays the difficult task of analysing the end 
results of 1000 operations for complicated and uncomplicated retroversion 
performed during the past five years by the Staff of the Women’s Hos- 
pital, New York. Some 18 different types of operation were performed but 
the author appears to favour Bissell’s method. One naturally looks to 
the end results of the 151 patients with uncomplicated retroversions for 
the face value of the operation, and in this series 80 and cent, of these 
151 are registered as cured, 
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Other points of interest in the analysis are (1) the supersession of 
backache in favour of stomachache as the commonest symptom, (2) the 
number of recurrences after the Gilliam operation (4.5 per cent.) as com- 
pared with some type of ventral suspension (2.0 per cent.), (3) that three- 
fifths of the women who had recurrence of the retroversion were cured 
of the complaint for which the operation was undigeinken in _ Spite of 
the recurrence. 


The principles of the t:eatment of genital prolapse. The technic of ventrofixation 
of the vagina. 

The only reference which Professor Fraenkel of Breslau makes to the 
principles of treatmeut is contained in the title of his paper. The following 
is the technique of his operation for ventral fixation of the vagina :—After 
opening the abdomen the bladder is stripped off the anterior vaginal wall 
beyond the fornix, and to each lateral fornix is inserted a non-absorbable 
suture which is carried right through the parietes and tied over gauze 
pads on the skin surface so that the vaginal vault is brought into close 
apposition with the abdominal wall. If the uterus is retroflexed it will 
be necessary to suspend it, and if the perineum is lacerated it is necessary 
to repair it, and if there is a urethrocele it is necessary to repair that also. 
The Professor mentions that the implantation of metal rings under the 
prolapsed vaginal wall has not proved successful, whereas this TEN 
has not been known to fail. 


The pathogenesis of neonatorum. 

-Falls thinks that the staphylococcus aureus is the causal organism in 
pemphigus neonatorum, and that great care should be taken to. prevent 
the access of women with skin lesions to newborn infants. Once 
developed the. strictest methods are necessary to isolate and prevent. the 
spread, 


Pneumonia.as a sequel to anesthesia. 

A. very extensive study of the literature, to judge by the length of 
the list of references, has led Rucker to think that “ether pneumonia’? is 
a misnomer. The ancesthesia probably plays a minor role in the causation 
of post-operative lung complications. After due allowance has been made 
for. the aspiration of septic material, the lighting up of pre-existing 
foci in the lungs and chilling of the patient, there remains a considerable 
number of pneumonias and pleurisies which are best explained by septic 
material from the operation field lodging in immobilized lung. 


Can quinine kill the fetus in utero? ‘ 

Gellhorn thinks it can. His opinion rests upon the evidence, of one 
stillborn infant in his. own experience and of two age cases noted 
by: other observers. . 


Changes in metabolism po their relation te the treatment ‘of vaniiting of pregnancy, 
This interesting paper is a reasoned review of the. bio: chemical obser- 
variations which have been made by the authors -and other prominent 
workers upon.the subject of vomiting of pregnancy.. From its nature. it, does 
not lend itself to abstraction but some salient deductions. may be; noted. 
The essential cause of serious vomiting of pregnancy -is held, to. be a 
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metabolic failure. It is suggested that any of many relatively slight 
pathological conditions (e.g. naso-pharyngeal irritation) may act as a sort 
of katalytic agent whereby the relationship of metabolism to pregnancy 
becomés abnormal and sets up a vicious circle of both intrinsic and 
extrinsic carbohydrate starvation which is associated with diminished 
fluid intake and increased fluid loss from vomiting. The bio-chemical and 
pathological changes are the result of these two factors. These women do 
not die from the original cause of the vomiting but primarily of star- 
vation and dehydration. The authors state that there is no true acidosis 
and that the administration of alkalies is actually dangerous. The 
ammonia co-efficient is neither evidence of acidosis nor of difficient urea 
synthesis. The ketonuria so frequently noted in pregnancy is not the. 
result of increased production but of a lowering of the threshold for the 
excretion of these bodies. 

The general plan of treatment is based upon the supply of carbo- 
hydrate, fluid and salts, and may be outlined as follows :— 

(1) Nothing is given by the mouth for 48 hours; daily enemata are 
administered together with luminal-sodium (0.12 grm.) by hypodermic 
injection six hourly. But as this drug takes eight to twelve hours to 
act as a hypnotic, sodium bromide (5.0 grm. in starch water twelve 
hourly) is given per rectum until the patient is under the influence of 
the luminal. 

(2) Ringer’s solution (1,000 to 1,500 cc.) is administered twice a day— 
probably by subcutaneous injection, but the authors do not specify. 
Intravenous glucose (1,000 cc. of 10 per cent.) is given three times a day. 
The injection should take an hour and a half. The authors agree that 
experimental evidence is in favour of the addition of insulin but they are 
not accustomed to use it. 

(3) After the initial starvation, fluid carbohydrates are given through a 
nasal tube. Luminal can be given in the same way instead of hypoder- 
mically. 

(4) After an unspecified duration of nasal feeding, the tube is removed 
and a diet of cereals and lean meat is substituted. The fat ingestion is 
always kept low. 
_ The authors believe that a study of the acid base balance and of meta- 
bolism, particularly carbohydrate metabolism, will enlighten us more as 
to the etiology, pathology and treatment of vomiting of pregnancy than 


speculations concerning ‘‘toxins’’ or endocrines. There is a long list ‘of 
references. 


Cirsoid aneurysm of the uterus, 


Graves and Smith record the following case which they think duplicates 
the only other known case which was reported by Dubrenil and Loubat 
(Ann. d’anat. path. 1926) A multipara, whose age is erroneously given as 
“*32,’? was admitted for post-climateric bleeding. Pelvic examination 
revealed an atrophic uterus which bled profusely when an attempt was 
made to curette it. The abdomen was opened and the uterus found to be 
larger than normal and very spongy, with an irregular outline due to 
enormously distended vessels. There. was marked varicosity of the 
pampiniform plexus. The entire body of the uterus pulsated strongly and 
it bled freely upon handling. Hysterectomy was performed. 

On incising the wall a tortuous irregular blood sinus was found, and 
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the endometrial surface was riddled with irregular sinuses varying from 
2.0 to 5.0 mm. Under the endometrium there was a zone of normal muscle 


but external to this the wall was practically composed of interlacing 
blood vessels. 


Dystocia caused by an hemangioma (Chorioangioma) of the placenta. 

While haemangiomatous and chorioangiomatous tumours of the 
placenta are not uncommon, they rarely grow large enough to obstruct 
delivery. Emge here reports a case in which the first evidence of any 
abnormality was the appearance of a “tumour” in the lower abdomen 
during labour. This was at first mistaken for a fibroma, but when labour 
did not progress in spite of strong pains, intrauterine exploration dis- 
closed a soft pulsating tumour in advance of the head. It was found 
possible to manceuvre the head past the mass and delivery was effected 
with, forceps. After delivery of the placenta the tumour, which was 
roughly the size of a foetal head, was found to be attached to the umbili- 
cal cord by a pedicle three centimetres long. Histological examination 
revealed a typical hemangiomatous formation. Emge adopts Albert’s 
theory of the genesis of such tumours. This theory is based upon the 
observation of vessels growing out from that portion of the allantois and 
chorion which fuse to form the umbilical cord. If this vessel fails to find 
a normal attachment it forms a hemangiomatous tumour. 


Pelvic infections: An analysis of 550 operated cases with special reference to 
the sedimentation test in 100 gynecologic cases. 

This paper presents an analysis of infected cases operated upon by 
Black. He considers that uncomplicated gonococcal salpingitis should 
not be operated upon and puerperal infections only if ‘drainage is indi- 
cated.’’.'He advises delay in operating upon exacerbations of chronic 
inflammatory infections unless there is abscess formation. The writer 
considers that the sedimentation test is of equal but not greater value 


than a blood count in cases of doubt as to operability and in differential 
diagnosis. 


The fluctuation in blood sugar during eclampsia and its relation to the convulsions. 
A preliminary report. 
The authors are convinced that the views generally held regarding the 

blood chemistry in eclampsia are incorrect. They are prepared to furnish 

proof that hypoglycemia is constant and that it is directly related to the 
convulsions. The hypoglycemia resulting from insulin overdosage and 
experimental extirpation of the liver causes convulsions strikingly like 
those of eclampsia. They believe that the apparent hyperglyceemia so 
often reported in eclampsia is a result of the muscular exertion occasioned 
by the fit and/or the administration of morphine. The physiological 
response of the liver to muscular activity is to throw out glycogen and 
thus the blood sugar is immediately increased. In eclampsia there is, 
however, a constant tendency towards remissions to lower lévels so that 
the general trend is steadily downward as a result of exhaustion of the 
liver’s glycogen reserve. The authors interpret the raised blood sugar 
readings as an incidental and temporary effect of these factors and take 
the position that, if the blood sugar falls from, say, 222 mg to 140 mg in 
half an hour, there is a “relative hypoglyceemia.” MacLeod is quoted to 
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show ‘that hypoglycemic symptoms (convulsions etc.,) depend not so 
‘mutch upon the absolute level of the blood sugar as upon the rapidity of 
the fall. Serial blood sugar readings during an attack of eclampsia show 
wide fluctuations in exceedingly short intervals of time and the convulsive 
seizures occur at levels designated as “relative hypoglycemia,” and. are 
caused by the sudden drop in the blood sugar. In this respect eclamptic 
fits aré comparable to those a insulin hypoglyceemia. 


The nasal of - extract for the induction of labour. 
_ The . authors ; have selected the nasal mucosa for the application of 
pituitary extract | because by this. route slow and steady absorption can 
be obtained, and, .at the same time, the action of the drug can be stopped 
whenever it is desired... They have developed the following technique 
which is used for the induction of labour near term in cases in which the 
castor oil and: quinine method has failed. .Under direct. vision with. a 
nasal. speculum a piece of cotton wool soaked in 20 minims of pituitary 
extract is applied to the inferior turbinate. The application is repeated at 
intervals of from. one to.two hours on alternate sides. Three applications 
were usually sufficient: but as many as five have been used. . The first 
ehange noted was a. marked increase in the foetal movements which gener- 
ally preceded the first yterine contractions within one to five minutes. 
In the event of the contraction lasting longer than four minutes or of 
undue slowing of the foetal héart;‘the pledgets are immediately ‘removed. 
In such cases the tetanic coritractions rapidly subside, and, as a rule, no 
further administration of the drug is required.’ The authors have ‘noted 
that ‘the most tetanic contractions occurred during the first 20 minutes 
so that after this time the danger of this. accident is held to have passed. 
Phe authors’ have°treated 80 patients by this method for the induction 
of labour in toxeemia, post-maturity, pyelitis, hydramnios and death’ of 
the: foetus. In addition they have used the method to'induce labour’ in 
24 ‘normal pregnancies during the last month of pregnancy. The only 
failures noted were in this last group. The method was used in casés' of 
pre-eclamptic toxzemia without causing any increase in the blood pressure. 
Pre-eclamptic cases were, however, unusually susceptible to tetanic spasm 
of the uterine muscle so that it has been found best to give half the dose 
diluted with water. 


Liver extract in the toxemias of pregnancy. a 

Miller and Martinez here Present a preliminary report upon the. intra. 
venous injection of liver extract in eclampsia and allied conditions. They 
have used this drug in 69 cases with satisfactory results. They hope. that 
by calling the attention of their fellow workers to its use they will, stimu- 
late interest in the drug and thus its value will be more rapidly appraised, 


Vaiginal sterilization with or without vaginal hysterotomy. Pasay 
Irving has emptied the uterus and divided the Fallopian tubes in four 
‘cases by the vaginal route. The fundus is exposed as in the Watkins- 
Wertheim. interposition operation. The operation is more difficult and has 
a more limited ——— then the abdominal route. The patients have 
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Carcinoma of the cervix in a thirteen-year-old patient. 

Bonner reports this remarkable case and states that a review of the 
literature has revealed only two authentic cases in girls under thirteen 
years of age. He gives a useful list of references to reported cases of 
carcinoma of the cervix in young women. 


The common cause and the prevention of reactions following intravenous injections 
glucose (dextrose) solution. 
_ Intravenous injections of glucose would be evén more extensively used 
if it were not for the reactions which occasionally follow their use. These 
reactions manifest themselves by a rigor, rise of temperature or a more- 
or-less severe amount of shock. Exceptionally a death has been reported. 
Titus says, without hesitation, that reactions are almost invariably the 
result of faulty technique. The initial dose should be 250.0 cc. of a 25 per 
cent. solution (75.0 gm) and subsequent doses should be 200.0 c.c. Titus 
prefers these concentrated solutions because the stronger the solution the 
more rapid and prolonged is the effect. Furthermore, the hypertonicity 
of the solution favours a more rapid interchange between the 
tissues and the blood stream. The unpleasant consequences which have 
resulted from overloading of the circulation with fluid,. notably in 
pneumonias, aré avoided by giving the necessary dose in a small volume 
of fluid. If dehydration has to be treated fluid is best given in some 
other way. The glucose must be chemically pure and properly sterilized. 
Such solutions will keep for a month or more. Ampoules keep better but 
care must be taken that the manufacturers have not added some antiseptic 
such as cresol: The solvent must be freshly treble-distilled and sterilized 
water; solutions of normal saline or sodium bi-carbonate have been 
advised in place of distilled water but they are not safe. The rubber 
tubing to be used should be prepared by soaking in soap and water, 
careful rinsing and then re-soaking in 4.0 per cent. sodium hydroxide 
solution.” After immersion for four hours in this solution the tubing is 
washed free from all trace of alkali with distilled water. Having thus 
removed all chemical contamination the whole apparatus for injection can 
be sterilized in the autoclave. The temperature of the injected fluid should 
be between 100° and r10°F. and the optimum rate of flow is 4.0 c.c. per 
minute. Examples are given of reactions caused bid various kinds of 
faults in the technique of the injections. 


Ligation of the uterine arteries for control of hemorrhage in placenta previa, 

With the object of lessening the mortality in placenta praevia, Kerwin 
advises ligature of the uterine arteries in continuity by a mass catgut 
suture inserted through the vaginal mucosa after traction has been made 
upon the cervix. He first performed the operation in 1925 when he was 
unfamiliar with the fact that Miller had done. the same thing twenty- 
yeais ago. Kerwin has performed the operation twice for placenta przevia 
and once for post-partum hemorrhage with complete success. He thinks 
that the vieter is not in danger, but even if it were included in the liga-. 
ture, no harm would result because the catgut would either dissolve. or 
could be cut out. 

The artist who executed the anatomical drawing has idealised the 
relationship between the ureter and the uterine artery. 
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The value of the sugar test in the diagnosis of pregnancy. 

- Scheffey as the result of 82 sugar tolerance tests found that the test 
was only positive in 60 per cent. of pregnant women. The unreliability 
of the test is further emphasized by the fact that 30 ed cent. of non- 
pregnant women gave a positive result. 


Vaccination of pregnant women and newborn infants, 

Lieberman finds that vaccination of the mother cannot be relied upon 
to protect the infant. He finds that 30 per cent. of infants have a general 
immunity, and that this fact accounts for the apparent successes which 
follow attempts to protect the infant through its mother. The maternal 
immunity acquired by previous repeated vaccinations is not handed on 
to the infant. Women may be vaccinated during pregnancy without risk 
and the writer advocates vaccination for infants at birth in all Maternity 
Hospitals. 


The value ef the blood sedimentation test in gynzcology. 

From the experience of some 250 tests, Benischek and Douglas fiud 
that the velocity of the sedimentation has a general relationship to the 
severity of the infection, but, on the whole, they do not appear to find that 
it gives as much help in diagnosis as was, at one time, hoped. 


Benign uterine bleeding. A preliminary report. 

In this report Meigs deals with certain cases of uterine bleeding which 
are admitted to be unusual. No attempt is made to deal with any of the 
usual causes of menorrhagia, and the case reports are confined to examples 
> oi decreased or increased action of the thyroid, purpura hemorrhagica, etc. 


Tre author offers ingenious explanations to account for the hemorrhage 1n 
each instance. 


The use of radium in the treatment of endometrioma of the retrovaginal septum. 

Heineberg reports two cases of endometrioma of the recto-vaginal sep- 
tum which he treated respectively by the insertion of four and six needles 
each containing 12.5 mg of radium. One tumour practically disappeared and 
the other became much smaller without in either case having any effect 
upon menstruation. Heineberg mentions that he has been unable to find 
records of any similar cases treated in this way. 


Report of a benign giant cell tumour of the xanthosarcoma type. 

Dittrick here presents a brief résume regarding xanthoma in general, 
He reports an instance of a tumour of this type which grew from the 
sacrum into the pelvis. Only a very partial removal was possible, but 
seven years later no trace of the tumour could be felt. 


Report of two cases of malignant neoplasm of the overy. Treatment by radiation. 
In. two cases of inoperable malignant ovarian masses, Jacobs 
obtained great improvement in one by the use of Xrays and in the other 
by radium. He thinks that, in these distressing cases, the gynecologist 
and radiotherapist might get better results if they worked together. 
W. W. King. 
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The Journal of the American Medical Association, 
Vol. 88, No. 23, June 4, 1927. 
*The production, collection and distribution of human milk. B. R. Hoobler. 


Vol. 88, No. 24, June 11, 1927. 
Osteitis of the coccyx. F. K. Boland. 


Vol. 88, No. 25, June 18, 1927. 

Antiscorbutic vitamin content of milk of stall-fed cows throughout a year. 
Probability that ensilage is an important source of this vitamin 
F. L. MacLeod. 

Disturbed surface area proportions in a case of suspected ovarian hyper- 
function. S. G. Berkow. 


Vol. 85, No. 26, June 25, 1927. 
Non-venereal (metastatic) genital infection: Report of seven illustrative 
cases. T. Baker. 
Studies of exophthalmic goiter and the involuntary nervous system, xiv. 
Relationship to sex life of the female. H. T. Hyman and L. Kessel. 
Vitamin content of human milk. (Editorial). 


Vol. 89, No. 1, July 2, 1927. 
*The nasal application of solution of pituitary for obstetric purposes : 
Preliminary communication. J. I. Hofbauer. 
Irradiated milk. (Current Comment). 


Vol. 89, No. 2, July 9, 1927. 
*Unusual complication following a low Czesarean section. A. F. Maxwell. 
Vaccination of the newborn against tuberculosis with Bacillus Calmette 
Guérin. (Editorial). 
Vol. 89, No. 3, July 16, 1927. 
*Ruptured gastric ulcer in infancy: Report of a case. H. E. Butka. 


Vol. 89, No. 4, July 23, 1927. 
*Pregnancy and neurosyphilis : Results of a five years’ study of hospital 
material. G. H. Belote. 


Vol. 89, No. 5, July 30, 1927 
*Sterilizing intra-uterine radium exposures: Report of twenty-five treat. 
ments. D. P. Murphy. 


Vol. 89, No. 6, August 6, 1927. 
*Bismuth in the treatment of congenital syphilis: Results in fifty-four 
cases. C. S. Wright. 


Vol. 89, No. 7, August 13, 1927. 
*Time of conception and of ovulation in relation to menstrual cycle. 
S. A. Asdell. 
Hexylresorcinol in urinary tract infections: Therapeutic effect. C. W 
Eberbach and R. D. Arn. 
Diuresis versus antiseptics in the treatment of urinary infections: with 
a note on drug rotation. V. Leonard. 
*Two cases in which death followed insufflation of the Fallopian tubes. 
G. L. Moench. 
Vol. &9, No. 8, August 20th, 1927. 
*Action of carbon dioxide insufflation of Fallopian tubes on dysmenorrhcea. 
G. L. Moench. 
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“Wel. 89, No. 9, 27, 19275" 
Simple congenital anorectal stricture with mesocolon in early mapa 
Report of’six cases. J: Brennemann..- 
*A study of two hundred and cases va A. B. 
Cannon. 
*Vitamin requirements of nursing ‘B. ‘Sure. 
Some recent observations on fat-soluble vitamines: (Editorial). 


The production, collection and distribution of human milk, 

Hoobler gives a retrospect and prospect of the work of the Detroit 
Buréau of Wet Nurses for the last ten years, during which the bureau 
has handled 668, 347 ounces of human milk, 111, 810 ounces having been 
handled in the year 1925, thus demonstrating that there is a vast potential 
source of breast milk waiting to bé tapped. It is Hoobler’s belief that if 
every infant during its first month of life could be fed ott wholesome breast 
milk, the death rate during: this precarious first month would be greatly 
reduced, and the morbidity of the following months of the dangerous 
first year would be much diminished. As a slogan he suggests “Breast 
milk for every baby under one month of age.” The fulfilment of such 
a slogan.is well within the realms of possibility. 

The types of infants responding most. satisfactorily to the bureau’s 
ministrations are: (1) infants born prematurely;::(2) all infants under 
one month of age whose mothers cannot nurse them; (3) full time intants 
who for one.reason or another are born much underweight ; (4) infants .with 
congenital syphilis; (5) infants with harelip or cleft palate; (6) infants 
with pyloric spasm and stenosis both before and after operation ; (7) infants 
convalescing from any acute infection. This list does not by any means 
exhaust the conditions in which infants are greatly benefited by breast 
milk. It has been found that many infants will thrive better on an 
artificial formula if such form of feeding is So Roi rage by one or two 
feedings of breast milk daily. ° 

Bureaus have been estabished in at least twenty centres of dapatition 
scattered from Boston to Los Angeles. It is not too much to expect that 
every large city supporting a maternity hospital may become a centre of 
human milk collection and distribution. Intervening ‘areas may be served 
from these centres. The Detroit bureau successfully delivered milk to Fort 
Wayne, Ind., a distance of several hundred miles. The bureau has a large 
potential supply of milk always available for use, and: practitioners within 
twelve hours’ shipping distance from Detroit are invited and urged to 
make use of the facilities of the bureau. 

- Human milk has been dried and fed with good results. This suggests 
a suitable disposition of excess quantities. The bureau. is contemplating 
installing a drier so that there may be on hand, a supply for emergency 
tse in case the demand exceeds the supply. 

The nasal application of solution of pituitary for obstetric purposes: Preliminary. 
communication, 

In this preliminary communication Hofbauer attempts to obviate the 
shortcomings of Watson’s method of inducing labour by applying the 
pituitary solution to the nasal miucous membrane by means of pledgets 
of cotton wool moistened with from 10 to 20 minims of solution of pituitary 
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two or three hours prior to which the patient is prepared in the routine. 


manner by being given a hot drink and castor oil and quinine by the 
mouth, followed by a high enema. In 49 cases in which the method. was 
employed for various indications, labour was successfully induced in every 
instance. In 21 cases in which the method was used to test. the method 


in normal pregnant women during the last month of pregnancy and at 


term there were nine failures. The fact that in this series all the babies 
were born «live is claimed as testimony to the control one possesses over 


the action of the drug. The nasal method has also been found. to be a_ 


safe and efficient procedure for accelerating labour already in progress. 


Sterilizing intra-uterine radium exposures: Report of twenty-five treatments. 

Murphy states that small exposures of intra-uterine radium shorten 
prolonged periods and tend to make them more regular. Future preg- 
nancies can be expected to continue without detriment to mother or child. 
The treatments are not without danger, but this is relatively slight. 


Unusual complication following a low Czsarean section. 


Maxwell records a case of rupture of the scar of a previous low Cesarean 
section during labour at term during the next pregnancy in a multipara, 


aged 27. The rupture was about two inches in length, running in a 
longitudinal direction, and a finger was passed through the separation 
directly into the lower uterine cavity. There was no difficulty in separating 
the bladder from the uterus, enlarging the incision through the rupture and 
delivering the child, which weighed eight pounds and was delivered in 
good condition. The mother made a rapid recovery. 

Maxwell considers that this case serves to emphasize that a scar in the 
uterus, in either the upper or the lower portion, is not innocuous, and 
must ‘be regarded as ‘a factor of unknown strength. Its integrity in 
subsequént labours cannot be determined by our present methods of 
diagnosis, and its potentialities to rupture must always be appreciated. 


Ruptured gastric ulcer in infancy: Report of a case. ; 
Butka records a case of ruptured gastric ulcer fatal on the sixth ines. 

the interesting features of which are the age of onset,,the occurrence of 

hemorrhage in the vomitus and stools, and the rapid development of acute 


distention twenty-four hours before death, presumably corresponding to 


the time of rupture of the ulcer. This distention was entirely due to free 
gas in the peritoneal cavity, the intestines and stomach being completely 
collapsed. The ulcer occurred on the greater curvature in a position readily 
accessible. Prognosis in peptic ulcer is always grave because of the small 


amount of blood an infant can lose and still survive. An early diagnosis 


‘in gastric and duodenal ulcers in infants is essential. 


Pregnancy and neurosyphilis: Results of a five years study of hospital material. 
In 1922 Moore claimed that pregnancy tended to protect women from 


the late accidents of neurosyphilis and that the apparent predominence, 
of late neurosyphilis in men as compared with women could largely be 
explained on this basis, and this was corroborated in 1926 by Solomon 
from an analysis of 559 cases. 
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From a study of the case-records of the University of Michigan Hospital 
between 1920 and 1925 Belote draws the following conclusions :— 

1. Cerebrospinal invasion and involvement in early syphilis is about 
equally divided between men and women. 

2. Sex, therefore, does not appear to be a factor in the prevention of 
cerebrospinal involvement. In this group of cases in early syphilis a much 
higher percentage of central nervous system incidence occurred in the 
parous group than in the nulliparous group. 

4. In late syphilis the percentage of neurosyphilitic incidence in parous 
and nulliparous women is practically the same. 

5. In the group of cases here studied, pregnancy did not seem to be 
a factor in the prevention of neurosyphilitic accidents. 


Bismuth in the treatment of congenital syphilis: Results in fifty-four cases. 

The action of bismuth in congenital syphilis was studied in fifty-four 
cases. The majority of these patients had had previous treatment with 
neoarsphenamine, and some of them had received mercurial injections. 
Forty-seven had late congenital syphilis, and only four of these forty- 
seven gave negative Wassermann reactions after an average of nearly 
thirty injections of neoarsphenamine. Twenty of the remaining fortty- 
three patients with positive Wassermann reactions became Wassermann 
negative after a variable amount of bismuth, all but four of these being 
still negative at the time of the writing of this paper, these four showing 
usually a single serologic relapse. 

In three cases presenting cutaneous manifestations, the cutaneous 
lesions disappeared with rapidity and spirochzetes disappeared within 
forty-eight hours after the administration of potassium bismuth tartrate 
intramuscularly in a dosage of five mg. per kilogram of bedy weight 

Four patients with active interstitial keratitis untreated with any other 
antisyphilitic remedies were treated weekly with injections of bismuth and 
atropine locally. The results equalled those obtained with the combined 
arsphenamine-mercurial treatment. 

Bismuth proved to be remarkably benign, being well tolerated by 
children of all ages and causing surprisingly little pain. Bismuth is 
recommended as the chief adjunct to the arsphenamines in the treatment 
of congenital syphilis. 


Time of conception and of ovulation in relation to menstrual cycle. 

Curves showing the relation of fertility to the menstrual cycle in woman, 
drawn from data from a variety of sources, are substantially the same. 
Fertility is higher in the early part of the cycle, but falls rapidly from 
the sixteenth to the twentieth day. There is little evidence in favour 
of a period of complete sterility. : 

Differences in the duration of pregnancy when reckoned from the onset 
of menstruation and from conception are interpreted as indicating that 
the pre-ovulation phase is extremely variable in its length and the post- 
ovulation (corpus luteum) phase relatively.constant. It is on these lines 
that an interpretation of variation in the length of the menstrual cycle may 
be sought. 


The time of conception is held to have no effect on the sex-ratio. 
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Two cases in which death followed insufflation of the Fallopian tubes. 

In neither of these cases was a pressure of 200 mm. of mercury exceeded. 
The first was a white married woman who applied for medical attention on 
account of menorrhagia and sterility. The cause of death was air embolus 
following gas insufflation of the Fallopian tubes and dilatation of the 
cervix and curettage. 

The second was a coloured woman aged 31, whose complaint was 
sterility. The cause of dezth was post-operative surgical shock following 
insufflation of the Fallopian tubes. 

These two cases show that the dangers of gas insufflation of the 
Fallopian tubes should not be underestimated. The indications for the test 
should be limited and well defined, the necessary precautions should 
be scrupulously observed, and other simpler and more harmless methods 
of examination should first be thoroughly tried out. 


Action of carbon dioxide insufflation of Fallopian tubes on dysmenorrhea. 

Moench has collected fourteen case reports of dysmenorrhceic patients 
whose Fallopian tubes were insufflated and found that of the fourteen women 
one was much benefited by the carbon dioxide insufflation; another was 
slightly improved ; two were better for one or two months and then relapsed 
to their previous state; and one was better for a month and then worse 
than before. Of the remaining nine patients, seven were no better, and 
two were made worse. 


A study of two hundred and two cases of congenital syphilis. 

In an intensive study of 202 cases of congenital syphilis representing 
181 mothers, Cannon found that the more recent the infection in the mother 
the more frequently the children were affected and the severer the type 
of infection. Only 23 per cent of the mothers had received treatment before 
or during pregnancy. The greater number of these cases represented the 
first pregnancy. The average age at which symptoms developed was 
between the tenth and fifteenth years. Ninety-one per cent. were normal 
mentally. Interstitial keratitis was the most frequent symptom, occurring 
in 35 per cent. of the cases. Dental defects constituted the most common 
physica! sign. 

The Wassermann reaction and organic luetin tests were strongly to 
moderately positive in all except two cases. Spinal fluid tests were positive 
in 10.5 per cent. 

There were fourteen cases of syphilitic nephritis and four of syphilitic 
meningitis, all of which were fatal. 


Vitamin requirements of nursing young. 

Sure gives a preliminary report on a study of Vitamin B in lactation 
in the white rat. He found that it requires 1,500 mg. of Harris’ concen- 
trated brewers’ yeast per lactating rat daily to wean the litters successfully 
when the young do not have access to any traces of vitamin B during the 
nursing period. 

He claims that while pzediatricians already recognize the indispensability 
of the antirachitic and antiscorbutic vitamins for nursing infants, which 
is being furnished in the form of cod liver oil and orange or tomato juice, 
no provision is yet being made for vitamin B therapy, and he hopes that 
the results of his investigations will have clinical human application. 

F, E. T. 
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Surgery, Gynecology and Obstetrics. - 
Vol. xlv, No. 1, July 1927. 
Acute infections of the lower abdomen. D. P. D. Wilkie. 
Maternal obstetrical sciatic paralysis. S. Kleinberg. 
A point in technique for the supravaginal removal of a myomatous uterus 
with a foul uterine discharge. T. S. Cullen. 
A technique for the repair of large vesicovaginal fistule. C. A. Roeder. 
Local aneesthesia in gynecology and obstetrics. G. Gellhorn. 
The rational treatment of tubal disease. C. J. Miller. 


Vol. xlv, No. 2, August 1927. Ao 
euteeinlieisiaibialir: Reentgenological visualization of the cavity of the 
uterus and Fallopian tubes after the injection of iodized oils. J: Jarcho. 
*Torsion of hydrosalpinx. N. J. Eastman. 
The urachus and umbilical fistulae. R. C. Begg. 
*Endocrine causes of sterility in women: The diagnosis, prognosis. and 
treatment. R. T. Frank. 
Repair of vesicovaginal fistula : Presentation of a new instrument. ..H. H. 
Young. 
*Surgical treatment of retrodisplacements of the uterus.. M. Douglass.. 
*Indication for operation in puerperal pelvic thrombophlebitis. A. Turenne 
Reducing post-operative pulmonary embolism. W. Walters. 
Vol. xlv, No. 3, September 1927. 
A study of the malignant breast by whole section and at block section 
methods. J. Fraser. 
Peritonitis ; an experimental study. V. C. David. 


Uterosalpingography : Roentgenological visualization of the cavity of the uterus 
and Fallopian tubes after the injection of iodized oils. 

Jarcho considers. that roentgenological visualization of the uterus and 
Fallopian tubes after the intra-uterine injection of iodized oil furnishes a 
safe and valuable means of exact gynecological diagnosis in selected cases. 
In cases of sterility, the procedure gives us information as to whether the 
tubes are patent or not and also localizes the site of the occlusion. It not 
only supplements the insufflation of gas but often supplants it. 

The technique is simple, but strict aseptic precautions must be taken. 
He is opposed to the performance of the test on ambulatory patients. 

Properly performed, the test outlines the uterus and _ various portions! 
of the Fallopian tubes with great distinctness. 

Proper interpretation of the roentgenological findings féqtittes « experience 
in this field. In some cases, it is advisable to examine plates exposed 
at successive intervals or from different angles. 


Torsion of hydrosalpinx, 


Eastman records three cases which illustrate clearly the clinical simi- 
larity between torsion of hydrosalpinges and torsion of ovarian cysts, and 
which bear out the observation of Roeder and others, that the general 
picture is much less alarming when the Fallopian tube rather than the 
ovary is twisted. It will be noted that although the duration of torsion in 
these cases varied from 24 hours to five days, none of the patients exhibited 
elevated pulse rate or other evidence of shock. This seenis to be a 
differential —_— point of some importance. 
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Endocrine causes of sterility in women: The diagnosis, prognosis and treatment. 
. Frank believes that the non-mechanical types of sterility in the female 
are due to a general systemic or a local form (or in many instances, a 
combination of these two forms) of underdevelopment of ‘“feminineness.”’ 

. The diagnosis is based upon the changes that are found throughout 
the. organism, and locally. According to the conditions present, women 
may be grouped as typical (normal feminine), infantile, neuter, and pseudo- 
masculine. 

The prognosis is based upon-the number of anatomical. stigmata, the 
co-existence of endocrine diseases, the presence or absence of the. female 
sex hormone in the circulating blood, and the response'to general hygiene. 

The treatment is divisible into general and local. Under general, he 
emphasizes restricted diet and thyroid substance for the obese, roborant 
measures and overfeeding, for the hypoplastic; for both groups, hygiene 
of the social life and control of the sex life. Under local measures, , he 
noted stimulation of the ovarian function by means of the X-rays .in 


rare instances, and the promise of an efficient hormone parperntion in 
the very near future. 


Surgical treatment of of the uteri. 

Douglass considers that acquired retroversion or retroflexion is patho- 
logical and should be treated surgically if investigation indicates its 
responsibility for the symptoms, and that round. ligament suspension. of 
the Gilliam type is the most satisfactory means of surgieal cure of retro- 
displacement of the uterus in cases with intact. adnexa. Shortening of 
the uterosacral ligaments and the Moschowitz closure of the cul-de-sac are 


effective procedures in cases of retenmiaplacrnest of the uterus with marked 
descensus. 


Indication for operation in puerperal pelvic thrombophlebitis. 

Though convinced, of the usefulness of ligation of the veins in serious 
cases in spite of the objections and ‘testrictions imposed , on. it by many 
experts, Turenne does not feel justified at present in establishing formal 
tules for deciding on the time for operation, but agrees with Vanvert. 
and Paucot’s statement that “It is impossible to give exact indications 
for surgical operation ; both operation and abstention are justifiable. The 
surrounding conditions and Lyrnedespesaen of the surgeon will be of great 
importance in makitig the decision.” 


E. 


The American Journal of Pathology. 
Vol.iii, No. 3, May 1927. 
*Adenocarcinoma of the uterus in a rabbit. G. Y. Rusk and N. Epstein. 
*Transplantation .and:'individuality. differentials in inbred families of 
guinea pigs. L. Loeb and §S.. Wright. - 


Adenocarcinoma of the uterus in a rabbit. 


A virgin female rabbit, four and a half years of age, developed a 
spontaneous carcinoma of the body of the uterus with extension into 
the Fallopian tubes, bladder’ and, vaginal walls, Extensive metastases were 
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formed in the retroperitoneal, mesenteric, mediastinal and cervical lymph 
nodes, in the liver and in the lungs. The carcinoma in general maintained 
an adenomatous or papillary adenomatous type but in some areas it grew 
in a medullary form. In some areas the tumour alveoli contained a colloid- 
like material. The tumour cells could be seen invading the dilated 


lymphatics of the bladder and lymph nodes. All efforts at transplantation 
failed to produce carcinoma. 


Transplantation and individuality differentials in inbred families of guinea pigs. 
' The reactions of the host against transplants depend upon the consti- 
tution of the individuality differentials of the respective families used for 
transplantation, and represent the relationship between the differentials. 
Within the different inbred families the individuality differentials reached a 
great similarity. The resemblance of the individuality differentials among 
members of an inbred family which are not closely related is much greater 
than among brothers in non-inbred families. 

There is also an identity of the individuality differentials. A complete 
loss of individuality was not reached within the inbred families. In 
general, the individuality differentials within an inbred family seem to 
approach more nearly identity the greater the number of generations of 
brother and sister matings they had in common and the smaller the 
number of generations since they split off into side lines of generations of 
brother and sister matings. 

It is probable that within certain families the homogeneity of 
individuality differentials of the various members of the family is greater 
than within the families. It is also probable that the average indi- 
viduality differential of a certain inbred family may differ more from 
the average individuality differentials of various other inbred families 
than these differ from each other. 

In general the number of strange genes (and perhaps also the intensity 
of the strangeness of the composing genes) in the individuality differential 
of the transplanted tissue determining the severity of the reaction of the 
host, against the transplant. The presence of strange genes in the 
individuality differentials of the host, or, expressed differently, the absence 
of certain genes in the transplant or the presence of double genes in the 
transplant does not call forth a reaction in the host. This explains the 
difference between the results of the transplantation from component strain 
to hybrid, and of reciprocal transplantation as compared to the severity 
of reaction observed after the exchange of tissues within the same inbred 
family. 


John Hopkins Hospital Bulletin. 
Vol. xl, No. 1, January 1927. 

Infantile rickets. Treatment of intra-muscular injection of a cod-liver 
oil concentrate. L. Wilkins and B. Kramer. 


Vol. xl, No. 3, March 1927. 
*The course of uranium nitrate intoxication in pregnant os W.. de B. 
MacNider, G. P, Helms and S, C. Helms. 
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*Carcinoma of the cervix uteri: Its operative prognosis: A clinical and 
pathological study to ascertain the a following openntinn for 
extirpation of the malignant process. K. H. Martzloff. 


Vol. x1, No. 4, Biss 1927. 
‘Description of a new organism that may be a factor in the causation: of 
/ puerperal infection. J. W. Harris and J. H. Brown. 
The influence of the administration of cod-liver oil to the mother on the 
development of rickets in the infant. A. A. Weech. 


The course of uranium nitrate intoxication in pregnant i 

The following conclusions are drawn :— 

1. Dogs show a marked susceptibility to intoxication by uranium 
nitrate during gestation. 

2. After the production of marked intoxication in. pregnant animals 
recovery may take place, associated with the development of panceness 
of repair in the liver afid kidneys. 

3. In other animals recovery does not ensue and there is no evidence 
of repair in the liver and kidneys. 

4. Uranium intoxications in pregnant dogs are characterized: by marked 
albuminuria and with granular casts, acetone and glucose in the ‘urine. 
The elimination of phenolsulphonephthalein is reduced. ‘There is also 
an early reduction in the reserve alkali of the blood and a retention of 
blood urea, non-protein nitrogen and creatimin. 

5. Dogs intoxicated by uranium nitrate during gestation not only 
develop changes in the blood and urine, but may also run a clinical course 
resembling certain of the major toxeemias of pregnancy. 


Carcinoma of the cervix uteri. Its operative’ prognosis: A clinical and patho- 
logical study to ascertain the prognosis _—" operation for ee of 
the malignant process. 

Martzloff has previously drawn attention to the Sek that cancer of the 
cervix uteri varies greatly in malignancy and has shown that the relative 
malignancy of the individual process was indicated -by the predominant 
-variety of cancer cell, recognizing three varieties: (1) spinal-cell caneer ; 
(2) transitional-cell cancer; and (3) fat spindle-cell cancer..He now 
considers it possible to render a post-operative prognosis in carcinoma 
of the cervix uteri, provided that the. tissue removed at operation .is 
‘studied with sufficient care, and that the operation is performed, by a 
surgeon adequately trained in the surgery of the female pelvis. In. these 
circumstances a prognosis may be ventured with as rational-.a basis. for its 
promulgation as is possible for cancer of the lip and of the breast. He 
considers that in the case of the adenocarcinomata his findings -must be 


applied with caution, owing to the small number of. patients available 


Description of a new organism that may be a factor in the causation of puerperal 
infection. 

Harris and Brown have isolated sitsinn of an organism (Actinomyces 
pseudo-necrophorus) from the uteri of women presenting puerperal 
infection in six cases. The organism closely resembles Actinomyces 

_ necrophorus, which was discovered. by Léffler. in 1884, and is well-known 
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to veterinary bacteriologists. It differs from the latter in being non- 
hzemolytic when grown in blood-agar and in failing to ferment lactose. 
The two organisms do not cross agglutinate in immune sera. 

The finding of Actinomyces pseudo-necrophorus in three uteri cultured 
during a series of fifty Cesarean sections indicates that it is not 
uncommonly present. It was also found at autopsy in an additional 
patient, and during clinical investigation of two others who did not die. 
In all instances the lochia were profuse, thin and foul. In the women 
delivered by Ceesarean section the incision broke down and large quantities 
of thin greenish foul pus were discharged. Convalescence was prolonged, 
five of the patients being seriously ill. The history of the cases would 
indicate that the organism is less pathogenic for humans than is 
Actinomyces necrophorus for animals. 

Because of the strict anzerobic requirements of the organism and its 
extreme sensitiveness to exposure to air, its presence in the human genital 
tract has probably been overlooked hitherto. Further work is required 
to reveal the true significance of this organ in human infections. | 


The influence of the administration of cod-oil to the mother on the development 
of rickets in the infant. 


Weech finds that when cod-liver oil is given to the mother, a certain 


amount of the anti-rachitic vitamin passes into the milk and gives some 
protection to the infant, though the remedy is far less efficacious than when 
given directly to the infant. 


F. E. 


Archives of Pathology. 
Vol. 3, No. 2, February, 1927. 

*Pygopagus twins: The history and necropsy report of the Bohemian 
twins, Rosa-Josepha Blazek. M. A. Perlstein and E. R. LeCount. 
*Infections sarcoma (‘‘venereal granuloma’’) of the vagina in dogs, E. Novik 

and R. G. Craig. 
A new glass chamber for the Schultz-Dale uterine strip method. 
J. H. Lewis. 
Vol. 4, No. 2, August, 1927. 
*Carcinoma of the breast combined with a giant-cell sarcoma: report of 
acase. F. C, Helwig. 


Congenital sympathicoblastoma of the suprarenal: report of a case. 
O. Saphir. 


Pygopagus twins: The history and necropsy report of the Bohemian twins, 

Pygopagus twins are joined twins in which the body axes are more 
or less parallel and the union involves the posterior inferior parts of the 
trunk. There is always more or less fusion of the distal and external 
portions of the genito-urinary systems, together with a common anus. 
Only 23 pairs of this class of twins have been recorded, and the Bohemian 
twins Rosa-Josepha Blazek constitute a typical example of this class. Ot 
particular interest and significance with regard to the Blazek twins are 
the following :— 


(1) They were the third pair of such twins to be born with two 
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placentze and two cords (according to the father), a condition which 
would mitigate against the theory that all joined twins are uniovular. - 

(2) They died at the age of 43 years and thus lived longer than any 
other pygopagus twins. 

(3) The necropsy is the sixth to be performed on this class of twins, 
and the second on such adult twins. 

(4) There was present a situ inversus of Rosa’s liver, a ‘similar con- 
dition haviug only once previously been reported. . 

(5) Rosa presented syphilitic changes in the liver ‘and aortic siskeg 
whilst Josepha showed none. The only other recorded instance of a blood- 
borne infection existing in only one of such twins is in the sisters Helena- 
Judith, only one of whom had malaria. 

6. There was only one common bony pelvis, indicating a degree of 
fusion greater than that usually present in such twins. 

(7) The pregnancy and labour of Rosa is unique in the history of 
joined twins. 


Infectious sarcoma (‘‘venereal granuloma’’) of the vagina in dogs. 

A case is reported of the interesting borderline lesion which veteri- 
narians. commonly designate as ‘‘venereal -granuloma’’ but which patho- 
logically exhibits genuinely sarcomatous rather than inflammatory 
characteristics. It affects the genitals of either male or female dogs, and 
is transmitted through coitus. Judging from published reports, much 
variation in the degree of malignancy exists. In some cases, it rapidly 
progresses, exhibits metastases and causes death. More frequently; as in 
the case here reported, its course is relatively benign, the lesion’ being 
curable by excision, by excision plus cauterization, or by radium. The 
tumour has also been successfully transplanted. The chief.point at issue 
has been whether or not these tumours are genuine sarcomata. The weight 
of evidence, particularly that yielded by the transplantation experiments 
of Beebe and Ewing, is definitely in favour of the view that this neviens 
pathologically, -is properly classified as a sarcoma. by See 


Carcinoma of the breast combined with a giant cell sarcoma: report of a case. 

A_ case of carcinoma of the breast showing what was thought to be a 
sarcomatous metaplasia is reported in a married woman aged 43. The 
histological picture was that of°a car¢ifioma and giant cell sarcoma. Both 
types of growth were encountered in the axillary metastases and later iu 
recurrent nodules in the post-operative scar. 


F, E. T. 


Archives of Surgery. 
Vol. 14, No. 4, April 1927. 

Intracystic papillomatous tumours of the breast; benign and ‘inalignant 
Analysis of one hundred and twenty-four cases. D. Hart.’ ‘ns* 
*Rhabdomyosarcoma of the vulvar orifice in children : report of a ‘case. 
C. D. Lockwood. us 


Rhabdomyosarcoma of the vulvar orifice in children’: feport ot ‘a * case. pereqrated 


Malignant rhabdomyosarcomata of the vagina and of 
extremely rare occurrence in children. In 1906 Holmes compiled’ hitty- 
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fine cases, and Miller and Gurd reported another in 1910. Lockwood now 
records a fresh case. The child was 16 months old and at the age of 

14 months she had begun to pass polypoid masses, the size and shape of 
muscat grapes, which were found on the diaper. A large mass of polypi 
springing from the posterior vaginal wall were removed but soon recurred. 
There was severe hemorrhage with profound anemia. On examination 
Lockwood found a pedunculated tumour the size of a small orange, 
which bleed readily, and which protruded from the vagina, being attached 
by a broad base to its posterior raphé. Over its upper surface many polypoid 
tumours resembling a cluster of grapes were found. There was a sero- 
purulent, foul-smelling discharge. The tumour was removed down to 
the posterior raphé with the cautery, and radium was applied. The child 
rapidly recovered. Nine months later there was recurrence with intra- 
abdominal growths which steadily enlarged and the child died of toxeemia 
and exhaustion. The histological diagnosis was rhabdomyoma (sarcoma 
botryoides, Pfannenstiel). 

The literature shows that these tumours are characterized clinically 
by (a)Early symptoms and a period of slow growth; (b) Polypoid masses 
at the vulvar orifice with severe haemorrhage; (c) Pressure in the bladder 
and rectum from the growth in the vagina; (d) Inflammatory changes on 
the surface of the growth, with sepsis; (e) Extension of the tumour by 
continuity rather than by metastases. 

_ Histologically, these tumours are characterized by (a) a vascular 
connective tissue framework; (b)imperfectly developed striated muscle; 
and (c) cells showing transverse striations or beadings. 

That these tumours are of embryonic origin is indicated by (a) their 
occurrence in infants; (b) their situation in regions involved in embryonic 
infoldings, such as Miiller’s duct; and (c)the embryonic nature of their 
essential cells. 

Although the tumours in the genito-urinary tract are almost invariably 
fatal, there being only one or two reported recoveries, yet the local nature 
of the growth in its incipiency, the prolonged period of slow growth and 
relative benignancy all suggest the possibility of radical cure if the growth 
is recognized early and treated vigorously. 

F. E. T. 


American Journal of Diseases of Children. 
Vol. xxxiv, No. 2, August 1927. 

*Enlargement of the spleen in children. Adrien Bleyer. 
Hiccups among infants. W. R. Pendleton. 

Vol. xxxiv, No. 3, September 1927. 
Prevention and treatment of thrush (oidial stomatitis). H. K. Faber and 

E. B. Clark. 

*Talipomanus. A report of three cases in one family. E. E. Martmer. 


Antirachitic properties of irradiated dry milk. G. C. Supplee and 
0. D. Dow. 


Enlargement of the spleen in children, 


The extraordinary frequency of iammineiie of the spleen through the 
middle months of the first year (22 to 26 per cent.)and the decrease in 
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percentages at either end of the first year (22 per cent and 18 per cent. 
_ respectively) is recorded. Thus enlargement of the spleen is common 
among apparently healthy infants and is of little diagnostic help. 

The spleen was found to be enlarged in about half the cases in an 
epidemic of measles, and in the case of pneumonia and chicken pox the 
percentages at either end of the first year (8 per cent. and 18 per cent) 
cause of enlargement in early life but on the other hand, such calerpcment 
is present in nearly every case of infantile syphilis. 
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Talipomanus, A report of three cases in one family, ; 
Club. hand .is one of ‘the less common congenital: deformities. These 
three cases occurred in a mother and her two children. Sia 
The deformity is considered to be due to an interference with the 
development of the first ray and results in the absence. or partial absence 
of radius, carpal bones, and thumb. . 


R. C. Lightwood. 


La Gynécologie. 
May 10927. 
Professor Gustave Schickelé, 1875—1927. His life and work. Reeb. 
-On. the method and indications of the classical Cesarean section. 
Serdukoff. 
June 1927. 
Professor Vautrin, 1859—1927. G. Michel. 
*Pyrexias of obscure causation which concern the supacclegict, P. Petit- 
Dutaillis. 
*Puerpersl articular metastases.. P. 
July 1927. 
Dr. Rouffart, 1855—1927. 
*Suppurative parametritis. R. Keller. 
*New research on the nature of nodular salpingitis. A. Babés. 


Pyrexias of obscure causation which concern the gynaecologist. 

A rise of temperature may occur either before or after a surgical inter- 
vention, without any cause being found at the site of operation. It is 
often attributable to a slight infection, clinically unrecognizable, to the 
action of the anzesthetic on the nervous centres, or to toxic absorption 
from the intestines. 

A slight pyrexia with no other symptoms is often suggestive of tuber- 
culosis ; for example, in a case of salpingitis, the persistence of fever for 
several weeks in spite of complete rest, is a valuable indication. Renal 
tuberculosis may be preceded by a long period of febricula with general 
debility, while the urine remains normal: it is the same with B. coli 
infections of the kidney. Pees 

Other conditions which should be borne in mind are syphilis, Mediter- 
ranean fever, amcebic infections of the liver, bi cae ‘hidden sepsis and 
chronic rheumatism. 

Sometimes the occurrence of menstruation in a patient recently operatéd 
on may send up the temperature. Pyrexial periods may occur in Graves’s 
disease. 
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’ After the rupture of a tubal pregnancy, there may be an immediate 
rise of temperature, due not to infection but rather to irritation of the 
abdominal sympathetic nerves. A smart pyrexia may follow the removal 
of mer ovarian cysts. 


Puerperal articular metastases. - - 

In cases of puerperal fever it is fairly common for articular pains- “$5 
be felt : in most cases there are no objective signs or the joint is distended 
with serous fluid. Suppuration in joints is rare. It often attects several 
joints in succession and may occur in Pyzemias or septiceemias. It is 


a specially grave complication : all the nine cases described in this — paper 
proved fatal. 


Suppurative parametritis. 


Keller reports seven cases from the Strasburg clinic. The onset of 
symptoms was generally only a few days after labour, and often pain was 
felt before any objective change of the parametrium was palpable. In most 
cases the evolution was very slow, so that weeks or months elapsed before 
fluctuation could be detected: In every case, the abscess was on the right 
side. The commonest extension’ was towards the iliac fossa, but occasion- 
ally in the direction of the umbilicus. Perforation of the bladder and 
rectum: occurred, and once the hip-joint was involved. Thrombosis ‘of 


pelvic and femoral veins eminiuas: in one case. There were two deaths in 
this series. 


New research on the nature of nodular saiptngats ‘ 

Babés reviews the hypotheses of the neoplastic and inflammatory fature 
of this condition, and states that in his opinion it should be regarded 
as a hyperplasia of the muscular and epithelial elements of the uterine 
cornu and adjacent part of the Fallopian tube, this hyperplasia being, at 
least partly, mechanical. 


A. Gough. 


Gynécologie et Obstétrique 

Vol. xv, No. 5, 1927. 

“The ‘surface tension of the urine and its clinical value in gynsecology. 
Mandelstamm. 


*On the probable syphilitic origin of certain placentas called “albuminutic. = 
. Fruhinsholz. 

‘Desai metabolsm in pregnancy. Ramos and Schteingart. 

*Early surgical treatment of eclampsia. Llames-Massini. 

Transparent aseptic dressings. Altk»ufer. 

Artificial anatomical preparations and manikin for the teachitig of 
gynecology. de Seigneux. 

Treatment of complete genital prolapse in old women. Napsresparsin' 


Vol. xv, No. 6, 1927. 
‘“Notes:on the high application of forceps. Brindeau and Lantuéjoul. 
*Concerning unilateral salpingitis. Desmarest and Cvitanovitch. 
*Tubal endometriosis. Hammer and Van Dongen. 
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*Contribution to. the study. of the .< causes of abortion due to the ovum. 
Rhenter and Pigeaud. 
Blood — and the prognosis of septie puerperal affections. Tedumine. . 


Vol. xvi, No. 1, 1927. 
Edmond Rouffart. 
Present day conceptions of the réle of the: ovarian follicle and 
its internal secretions. ferdukoff. 

*The treatment of placenta praevia. Ramos and Basan. 
*Diagnosis of haematocele by the sedimentation test. Sigalas. 
Concerning. the of. cardiac failure in J: 

Hartemann.. 
Intestinal trauma by abortion. Jonescu and Hristu. 


on ‘the probable syphilitic origin of certain called ‘‘albuminuric,’’ 

The typical placenta is described as small, atrophic and sclerotic, fieshy 
and bossy ‘on its uterine surface, studdied and stuffed in its thickness and 
on section with infarcts of variable size and colour corresponding to the 
description of Ribemont-Dessaigne in his ‘‘Precis d’Obstetrique.”” The 
author suggests that a placenta of this type and the albuminuria usually 
accompanying it are due to syphilis—especially ‘hereditary syphilis, He 
points out that the placenta may occur without the albuminuria and records 
a case in which such a placenta was associated with stillbirth at the 
seventh month but no albuminuria, during the second pregnaney anti- 
syphilitic treatment ‘was begun but the result was unaffected: in the 
third pregnancy after disclosure to the husband, vigorous arsenical anti- 
syphilitic treatment was instituted with happy result. Syphilitic: history. 
was denied all round but the secomnuain Wassermann was positive and 
Ambard’s constant raised. 


Early surgical treatment of eclampsia. 

A plea for Cesarean’ section to: be performed early especially when 
the foetus is living, based on 92 cases. Short clinical notes on the majority 
of the cases are appended. ' From these it seems that there were only 
five post-partum cases (two fatal); there were eight cases of eclampsia 
in the sixth month or earlier. A table is given of 14 cases of Caesarean 
section in pregnancy or at onset of labour with living foetus, maternal 
and foetal mortality nil is claimed—in the short notes it appears that at least . 
two of the infants only lived a short period. Post-partum: eclampsia ‘is . 
mentioned only very briefly and no table of gross mortality is included 
for comparison. 


Concerning unilateral salpingitis. 

The conclusions reached are that unilateral salpingitis occurs, but_ more 
rarely than writers suggest;that it usually appears as a’ suppurative 
salpingitis or oophoritis secondary to post-abortum sepsis; that in 
infections of slow evolution, bilaterality: is the rule, but that the lesion 
on ‘oné side may be much less than on the other, and that tubercular 
is bilateral. 


Tubal 
Another name for salpingitis isthmica nodosa. The ptesent case” is 
interesting in that an isthmial pregnancy occutred on one side. 
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Coiitribution to the study of the causes of abortion due to the ovum. — e 

This paper is based on an examination of 110 ova expelled entire or at 
least with intact sac between the second and fifth months. Among the 
various lesions were found most commonly, hemorrhages into the 
membranes, decidual endometritis, abnormal insertion of the _placenta, 
oligohydraminios, anomalies of the cord, grave malformations of the foetus 
and visceral hemorrhages. These they consider in three groups; ‘(a)the 
anatomical lesions, anencephalus, hemorrhages into the embryo and 
dissolved embryos, they believe to be syphilitic in origin and therefore 
maternal; (b) the hemorrhages into the membranes and the decidual 
endometritis are considered to be maternal in origin, either from general 
conditions—inecluding endocrine disturbances—or local. lesions,; and 
finally (c)when they find an umbilical cord tightly twisted, an oligo- 
hydramnios or a malinsertion of the placenta, they consider these to be 
the primary causes of abortion. They” numbered 15 in this series. 
The authors do not seem to have considered the possibility of torsion of the 
cord and oligo-hydramnios being post-mortem changes ina retained ovum 
or missed abortion. 

The treatment of placenta previa. 

The following conclusions are reached :— 

1. The placenta preevia is a dystocia mainly surgical and to be treated 
by “specialists. 

2. That all cases should be sent to special clinics or hospitals where the 
necessary security for surgical intervention is available. 

3: That practitioners and midwives should abstain from vaginal 
examination in cases of hemorrhage in the later months, as 90 per cent 
are due to placenta preevia. 

4. That the treatment adopted must give the greatest security of 
survival for the mother as well as the infant: that Caesarean section. most 
neatly approaches this ideal, exception being made in some cases - of 
marginal or lateral insertion or in special circumstances. 

5. When Ceesarean section is contraindicated conservative measures 
must be adopted but that the practice of rapid delivery must be nbendene: , 


Diagnosis of hematocele by the sedimentation test. 

Sedimentation of erythrocytes in citrated blood is more rapid in peaes” 
of hzmatocele than of infection. In a doubtful case the absence of.signs 
of infection points to presence of haematocele due to ectopic gestation. . The 
writer describes a technique which can be carried out at the bedside. 


R. A. Hendry. 


Bulletin de la Société d’Obstétrique et de Gynécologie 

de Paris, etc. 

No. 5. May 1927. 
Concerning tumours—solid or cystic—of the ovary mistaken for fibroids 

and treated by radiotherapy. P. Brocq. 

Technique of the intra-uterine injection of lipiodol in gynzecological 
radio-diagnosis. C. Béclére. 
Large fatal post-partum pulmonary embolus : anatomical and pathological 
study of the uterus and the pelvic veins. Devraigne and Laénnec. 
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Concerning spinal anesthesia: observation of quadriplegia after spinal 
aneesthesia, rapid recovery. Devraigne, Sugor and Laénnec. 


SOC. D’OBST. ET DE GYN. DE BORDEAUX. 
Low Cesarean section for central placenta previa. Andérodias. 
Concerning a vase of hernia of the ovary and Fallopian tube in the 
nursling. Rocher and Forton. 


A case of congenital retention of urine due to an imperforate urethra. 
Rocher and Mare Riviére. 


-REUNION OBSTETRICALE ET GYNECOLOGIQUE DE MONT- 
PELLIER. 

Two cases of vesico-vaginal fistula, operation by Schauta- Mackenrodt 
technique with modification by Kouchtaloff. Issaakian. 

The transverse incision in laparotomies. Godlewski. 

Concerning the artificial feeding of the premature infant, the use of milk 
powder. Roume. 

Appendage inflammations and pregnancy. Madon. 

A case of pulmonary tuberculosis treated by artificial pneumothorax : 
marriage, maternity, late result. (Good). Gaujoux and Goerssel. 
On 53 cases of conservative Ceesarean section at the Obstetrical Clinic of 

Montpellier. L. Vallois. 
Concerning the relation of the left ovary and infundibulo-pelvic ligament. 
Rouville and Madon. 


Some considerations on three cases of post-operative uraemia. de Rouville 
and Villa. 


BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET GYNECOLOGIE 

me DE PARIS, ETC. 

No. 6. June 1927. 
Gynecological radio-diagnosis. Gregoire, C. Béclére and Darbois. 
*Four observations of pregnancy after tubal insufflation. E. Douay. 
Two rare cases of malformation by arrest of development of the amnion. 
Brindeau. 

A utero-tubal insufflator. Le Lorier and Bloch-Vormser. 


Observation of a woman having had three hydrocephalic infants in 
succession. Desoubry. 


*Uterine sympathoma. Lemeland and Durante. 
Extra-uterine pregnancy of 14 months taken for ovarian cyst. P. A. 
Petridis. 


*Treatment of tuberculosis of the appendages and peritoneum. Keller. 


SOC. D’OBSTET. ET DE GYN. DE LYON. 
Perforation of the duodenum in a neonate. Trillat and Banssillon. 
Treatment of uterine haemorrhage in young girls by transfusion of blood. 
L. Michon. 
*Treatment of metrorrhagia in young girls. G. Cotte. 
Heemorrhagic metritis of puberty. Gouillioud : 
*A. case of post-partum tetanus. Trillat and Bansillon. 
Abdomino-pelvic thrombus. Gounet and Jearnin. 


Tuberculosis of uterine body simulating a new growth. Delore, Bouget 
and Jouve. 
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REUNION OBST. ET GYN: DE: NANCY - 


Perisigmoiditis and appendicitis. Guibal and Barachon. 

Contribution to the study of tubal insufflation. A. Hamant. 

Concerning the ‘probable syphilitic origin of certain so-called albumi- 
nuric placentas. Fruhinsholz. Published in extenso in ‘‘Gynecologie 
et Obstétrique.” (see page 85). 

Placental sclerosis and foetal death. H. Vermelin. 

Contracted pelvis due to assimilation (lumbo-sacral) 
holz and Francois. 

Ectopic gestation by pressure on the Fallopian tube; ante-uterine 
hzematocele. Vautrin, Vermelin and ‘Guillemin. 

Does. syphilitic salpingitis occur?. Guillemin. Rete 

Sudden (spontaneous) reposition of the retroverted gravid uterus.” Job, 

A case of foetal death from external version. Fruhinsholz. 

Dystocia> due to a fibroid undergoing pseudo-cystic degeneration. 
Fruhinsholz and Michel. 

Experimental hydrosalpinx. Charles and Rosenthal. 

An example of utero-genital syndrome. Vautrin. 

Infection of small ovarian cyst from adherent intestine. 
and right appendage infection. Delfourd. 

Concerning sigmoiditis. Guillemin. 


‘ Frubins- 


Appendicitis 


Soc. D’OBST. ET DE GYN. DE STRASBOURG. 
Secondary periteneal pregnancy. Kuhlmann. 

Concerning two cases of previal tumours. Reeb. 

Resumé of an anatomical study of a “cardiac” placenta. Kreis. 
A mass of chorionic villi in a utero-placental ‘vein. Schickelé. 


soc. BELGE DE GYN. ET D’OBST 
Suppurating fibroids. Nisot. 
Puerperal septiceemia and B. coli. Vincart-Van Geem. 
On a case of uterine rupture during labour. Spies and Pastiels.. 


Four observations of pregnancy after tubal insufflation. set 

One hundred cases of sterility investigated by insufflation showed 42 
per cent. with permeable Fallopian tubes; 25 per cent. with impermeable 
Fallopian tubes; 16 per cent. partially permeable, and 18. per cent. 
Fallopian tubes rendered permeable. Of the four cases which became 
pregnant two had dilatation twice, with plastic operation on cervix and 
curettage, one had appendicectomy and freeing of adhesions about the 
Fallopian tubes, the fourth had had an abortion in the second year of 


marriage, and dilatation and curettage with removal of adenomatous 
polypi and plastic operation on cervix. 


Uterine sympathoma. 


A tumour resembling certain tumours of the sympathetic described by 
Alegais and Peyron and by Masson. Detailed histological study with 


illustration will appear in an autumn number of Annales a Anatomie 
Pathologique. 
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Treatment of tuberculosis of the appendages and peritoneum. ; 

Keller’ employed radiation by X-rays, using ,, to } of erythema dose 
daily“for six days in ‘two fields anterior and two -pesterior, with a three 
millimetre shield of aluminium at 30 centimetres distance. This course 
was repeated at the end of one month. 


Treatment of metrorrhagia in young girls. 
Advises radiation of the spleen. 


A case of post-partum tetanus. 
Feetal death by exaggerated torsion pe cord : prolonged retention. 
i RV A. 


Bruxelles Médical. 
July 3, 1927. 
Abdominal pregnancy: operation: cure. C. Huet. 
July 10, 1927. 
*True bilateral hermaphroditism and suprarenal pseudo-hermaphroditism. 
J. Firket. © 
A case of bilateral dermoid cysts of the ovaries. H. Keiffer, 
July 17, 1927. 
*The hypophysis and the internal secretion of the ovaries: L. Brouha and 
H. Simonnet. 


July 24, 1927. ; 
Two cases of congenital cranio-clavicular dystosis. Brindeau. 
July 31, 1927. 
Vaccinotherapy in gynecological affections. R. Beckers: 
i August 14, 1927. 
The liquor folliculi and the internal secretion of the ovary. L. Brouha 
and H. Simonnet. 


August 28, 1927. 
The liquor folliculi and the internal secretion of the ovary. (continued). 
L. Brouha and H. Simonnet. 
September 4, 1927. : 
The liquor folliculi and the internal secretion of the ovary. (continued). 
L. Brouha and H. Simonnet. 
Two cases of chorion-epithelioma. R. Schockaert. 


True bilateral hermaphroditism and suprarenal pseudo-hermaphroditism. 
1. Case of hermaphroditism, with male external characters, in which 
laparotomy and microscopic examination showed the presence of rudimen- 
tary ovaries and testicles on either side of the uterus. 
2. A tumour of the suprarenal cortex, with metastases, which catised 
the appearance of masculine characters in a female. 


The hypophysis. and the internal secretion of the ovaries. 
- It is possible to extract from the anterior lobe of the pituitary an 
acetone-soluble substance which induces precocious puberty in female rats, 
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normal or castrated. This: substance excites the’ phenomena of the cestrus 
eyele in the castrated adult female. It therefore possesses the’ same 
properties as the lipo-soluble extracts of follicular fluid and of the placenta, 
and this suggests the possibility that the female sexual hormone originates. 


in the hypophysis and is merely received and perhaps.transformed by 
the ovaries. A. Gough. 


© 


Annali di Ostetricia e Ginecologia. 
February 1927. 
*The obstetric importance of congenital pre-natal hydro-nephrosis, Vozza 
*Sacro-iliitis. Importance in gynecology. Pincherle. 
*A study of the glands of internal secretion in _anencephalus of the male 

April. 1927. 
*The heart and the puerperium. F. Clauser. 
*Female genital tuberculosis. De Lauretis. 


May, 1927. : 
*Metrorrhagia in the menopause and ovarian carcinoma. Tenconi. 
*The etiology of hydatid mole aud chorion-epithelioma. Carloni. 
*Simultaneous bi-lateral tubal pregnancy. G. Bianchi. 
*The alkaline reserve of the blood in normal and pathologic perenaney: 
F. Vozza. 


Premature and early detachment of normally inserted placenta. 
F. d’Aprile. 


The obstetric importance of congenital pre-natal hydro-nephrosis. 

Vozza describes a case of dystocia due to foetal hydro-nephrosis. 

The patient (aet 39, v-para) had had four normal pregnancies followed 
by two miscarriages. In her fifth pregnancy, the presentation was 
podalic, delivery spontaneous but followed by a septic puerperium. 

She now came to hospital at term in her sixth pregnancy, after some 
hours labour with strong pains but no progress. 

On examination, the presentation was ‘found to be podalic and the 
foetal heart-beats were rapid and irregular. 

Shortly after, on making a second examination it was found that both 
limbs were in the vagina and the child was dead. Obstruction to delivery 
was due to the distended foetal abdomen which entirely filled the uterus. 
After perforation of the. abdomen and also of a voluminous cyst,— 
expulsion of the child was easily procured by moderate pressure on the 
uterus. The placenta was expelled spontaneously with little haemorrhage 
soon after. The puerperium was normal and the woman left hospital in 
seven days, Urine had been- normal, and the Wassermann reaction 
persistently negative... 

In a post-mortem elections ‘of the child, ‘it was seen that the distal 
part of the urethra was impervious, and the whole urinary tract was dis- 
tended. There was moderate right hydro-nephrosis and extreme distension 
of the left kidney causing compression ‘of all the abdominal viscera. 

The case is interesting both clinically and perlcingientty: because of 
tie exceptional magnitude ‘of the obstruction, - 
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The cessation of the foetal heart-beat and coldness of the foetal limbs 
indicated the necessity for intervention, but, even with a living child, no 
other line of action could have been followed without grave risk fot the 
mother. 

' The author refers to cases in which discharge of accumulated: renal 
fluid has been spontaneous, and in which the causes of-stenosis were after- 
wards surgically semoved. Burg reports a case where an operation for 
hydro-nephrosis was performed on a child eight days after 
birth. : 


Sacro-ilitis : lmpirtance in 

By the term sacro-iliitis Pincherle includes not only the sacro-coxitis 
of German authors and sacro-coxalgia of the French, but every inflam- 
matory infection of the sacro-iliac articulation. Whether tubercular, 
pyogenic, luetic or gonorrhceal, sacro-coxalgia awakens in one’s mind only 
the image of a symptom, such as pain, and sacro-coxitis usually refers to 
tubercular localisations in the joint. It is necessary tc combine radiologic 
examination with observation of clinical symptoms and with bacterio- 
logical investigation to reach a precise diagnosis of the site nature and 
extent of the infection. 

The sacro-iliac articulation exposed to the strain of pregnancy and 
parturition may suffer varied changes, acute or chronic, causing pain 
referred to the uterus, and refractory to all treatment. Joachimovits 
(Wien. Klin. Woch., 1925), states that often pain attributed to uterine 
tetro-version or retro-flexion is articular in origin and indicates the 
necessity for radiologic examination. - 

Pincherle describes two cases in which staphylococcal infection follow- 
ing normal parturition and abortion respectively, caused extensive 
destruction of the sacro-iliac bones and joint. 

The first patient had suffered from fever with rigors for more than 
five days after confinement. No treatment was effectual, and an abscess 
formed in the sacral region a month after admission. The abscess was 
incised and the bony sub-stratum curetted. Radiogram showed a large 
sequestrum in the focus of destruction with smaller sequestra below. Pus 
was negative for Koch’s bacillus but revealed staphylococci. Under 
appropriate treatment the patient was discharged cured two months later. 

The second patient had procured abortion by an instrument and 
had grave septicemia. Staphy lococci were found in blood cultures 
and cerebro- spinal fluid, and she was cured by auto-vaccines after 
two months, but continued to suffer intense pain in the right sacral region. 
Radiogram showed extensive lesion of bones and numerous sequestra, 
diagnosis given being sacro-iliitis with sub-luxation of the right pelvis. 

The author recommends early radiography, in view of the extremely 
serious consequences of any bacterial infection of the sacro-iliac joint, 
such as (a) partial anchylosis extending only round the joint, (b) total 
anchylosis or (c) deformity of the pelvis, after destruction of the bones 
and ligaments. 


A study of the glands of internal secretion in anencephalus of the male sex. 
Mattina records three cases of anencephalus, two male infants (at the 
eighth and ,ninth months) and one female (in the sixth month). In only 
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one case—the male of nine months, was the deformity associated with 
lumbar rachiscisis. 

He had- examined these cases with the object of determining whether 
in the rare cases of male anencephalus the supra-renal glands presented 
anatomical and functional deficiency less frequently than in the female. 
He also investigated the other endocrinal glands. 

In the study of these three cases he found (1) as regards the thyroid 
gland, that the volume was nearly normal in the first case. In the others 
it was smaller but of increased consistence. Histological examination 
showed limited colloidal secretion in the first case, and a typical alveolar 
structure with desquamating epithelium in the others. Colloid secretion 
was deficient in the second, and entirely wanting in the third. 


Thymus: In all, this was larger than normal. Microscopically, hyper- 
plasia of the cortex, a notable quantity of Hassall’s corpuscles and intense 
eosinophilia were noted in the first and third cases. In the second, there 
was little difference from the normal structure. 


Supra-renal capsules: In all there was extreme hypoplasia. In the 
third case (female) it was equal in cortex and medulla, while in the male 
(first and second cases), it was evident in the cortex only in the first and 
in the medulla in the secorid. In this latter, the cortex was well developed. 


Sex glands: Ovaries and testicles presented a typical embryonic 
structure. The author did not take into account intense congestion and 
recent hemorrhages in the various glands, considering these accidental 
in origin, due to instantaneous death in one case and to compression during 
parturition in the others. 

He concludes that, in true anencephalus with or without rachischisis 
the glands of the internal secretion present marked changes, which have 
very probably influenced the development of the deformity, that to the 
compromised function of the thyroid may be due to the particular aspect 
of the anencephalus, and finally, given the structure of the .male supra- 
renals, it would appear that no relation exists between the hypoplasia 


of the supra-renals and the great frequency of anencephalus of the female 
sex. 


The heart and the puerperium. 
_ It is a universal and natural opinion that, during pregnancy, extra 
work is done by the heart, because of increased abdominal pressure on 
the diaphragm and its consequeut upward displacement, and because of an 
increased vascular area. There is much diversity of opinion, however, ds 
to the mechanism by which the heart adapts itself to differing conditions. 

The author discusses the investigations and varying views of many 
scientists, regarding real or apparent increase of volume; whether a 
real increase is due to hypertrophy or dilatation, and whether the right 
or left ventricle is more involved. 

After summing up the methods and results of Gebhardt, Fellner, 
Fritsch, Cova and Frey ‘and others, Clauser states his own conclu- 
sions, based on ortho-diagraphical measurement of the longitudinal cardiac 
diameter in 70 cases five days after parturition. 

Considering technique all important, he choose ortho-diagraphy as the 
simplest and most accurate method, and variation of the longitudinal 
diameter as the most reliable index cf increase in cardiac volume. 
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- He has examined (1) 50 cases after parturition at term; (2) 10 cases 
‘after premature parturition (seventh or eighth month); (3) 10 cases after 
abortion (third or fourth month). 

Increase of length of longitudinal diameter was present in.o per. cent. 
in series (3), in 30 per cent. in series (2), and in 60 per cent. in series (1). 
' He considers that the heart shows a real increase in volume because 
of pregnancy, and that such an increase becomes clinically appreciable in 
the second half of pregnancy and more accentuated in the last months. The 
right ventricle plays a greater part than the left in determining this 
increase of volume, which is due to two contemporaneous processes, 
varying in intensity in different cases. 

The fundamental process consists in a tonogenic dilatation of the heart, 
which may be considered as its physiologic adaptation to the increased 
volume of the blood. A secondary process is constituted by hypertrophy 
of the cardiac walls consequent on increased blood pressure. All other 
gravid modifications in either the systemic or the pulmonary circulation 
are rapidly compensated by opportune mechanisms, and exert no notice- 
able influence on the heart’s work. 

' It is generally observed that the hearts of women who have had 
numerous pregnancies are bigger than those of primparze, and it is possible 
to distinguish a typical heart of a primipara from an equally typical heart 
of a multipara, the latter being characterised not only by increased size 
but by greater development of the right ventricle, and by more marked 
inclination to the horizontal plane. The difference is greater when pluri- 
paral hearts are compared with those of women who have never borne 
children. It is probably due to a diminution in the tone of cardiac muscle 
after each pregnancy rendering the tonogenic dilatation more manifest. 
_ Clauser notes the importance of the constitutional factor on the course 
of pregnancy. This is shown by the occurrence of simple primary uterine 
inertia in women whose hearts present the signs of cardio-vascular hypo- 
plasia. (De Giovanni’s microsplaniclinic type). 


Female genital tuberculosis. 

De Lauretis considers the possibility of primary genital tuberculosis, 
arising through direct infection from such sources as infected instruments 
or linen or through co-habitation with tuberculous males. 

He finds evidence from experiments on animals contradictory and 
inconclusive, since no parallel can be drawn between local manifestations 
produced by injecting myriads of bacilli into rabbits of 250 grammes 
weight, and possible inoculation with a few germs in a human being: of 
70 kilogrammes weight. 

From personal examination of 60 cases of suspected primary vaginal 
tuberculosis he found Koch’s bacillus in one only. 

Injecting material from endometritis curettings (supposed to be pri- 
mary tuberculosis) into 40 guinea-pigs, he failed to obtain tubercular 
lesions. 

He concludes that, though primary infection is possible, most apparent 
cases are due to descending infection from the peritoneum, lymphatics or 
blood-stream. Not only does the vaginal secretion possess bactericidal 
power, but its stratified epithelium and the cervical mucus exert a defen- 
sive action, against the passage of germs. A still more potent factor is, 
in his opinion, the periodic congestion of the uterus and ovaries. during 


: : 


860 Journal of Obstetrics and Gynecology 


the menstrual cycle. This acts as a passive hyperemia, which keeps the 
cellular tissue from succumbing to the tubercular toxin and the bacilli 
slowly die in their passage through the lymphatics. 

‘rhe Fallopian tubes which are the least vascular portion of the genital 
tract are relatively the most frequent sites of tubercular lesions. Genital 
tuberculosis also occurs in cases where menstruation is defective rather 
than in patients in which it is abundant. 


The alkaline reserve of the blood in normal and pathologic pregnancy. 
The author refers to clinical methods employed recently in studying 


the acid-basic equilibrium of the blood, as expressed by Henderson’s 
formula :— 


[H,CO,] _ 
[Nat co) ~** 
Theoretically, there exist four modifications of acid-basic equilibrium, 
and each may be compensated or otherwise, so that eight conditions more 
or less divergent from the normal physiological condition may arise. The 
complete study of each of these states would require :— 

(1) Knowledge of the fixed alkalies in the blood, i.e., the so-called 
Alkaline reserve which practically corresponds to the determination of 
CO, bound as bi-carbonate and therefore capable (through strong acids) 
of being liberated in a vacuum, from a plasma previously saturated to a 
maximum with this gas. (2) Determination of the tension of CO, in the 
alveoli. (3) Determination of the pH of the blood, i.e 
tration in H. ions. 

Vozza made 200 determinations of the alkaline reserve of the blood in 
various periods of normal pregnancy and during the puerperium in the 
Ohstetrico-Gynzecological Clinic in Milan, He investigated also the alka- 
line reserve in maternal and foetal blood after delivery in cases of preg- 
nancy toxemia, in special cases treated by injections of glucose or 
insulin, and in certain active tubercular cases. 

The conclusions which he draws are :— : 

1. The alkaline reserve of blood plasma (measured by Van Slyke’s 
apparatus) is reduced in pregnancy. 

2. As this reduction occurs early in pregnancy, and is evident even in 
, the, first three months, it may constitute a confirmatory, though not a 
- decisive factor, in diagnosing pregnancy. 

3. In every case of normal pregnancy acidosis is slight and eicheniy 
‘ compensated. Vozza never obtained figures indicating serious acidosis. 

4. The reduction of alkaline reserve is accentuated during labour, reach- 
ing its acme usually in the expulsive period. 

5. In the puerperium, the alkaline reserve rises rapidly so that, some- 


times, even 24 hours after parturition, there may be values which are 
within normal limits. 


. its real concen- 


6. In pregnancy toxzmias acidosis is most conspicuous, so that some 
_— albeit exceptionally, the numbers show a very grave acidosis. 


. There seems, however, to be no proportionate relationship between 


ba seleseiliaes of the alkaline reserve and the seriousness of the clinical 
symptoms, 


s 
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§. In a puerperium showing toxic manifestations the alkaline reserve . 
seems independent of these, and in general, is not widely divergent from 
its value in a normal puerperium. 

g. In pregnancy intubercular patients acidosis is not increased more 
than in normal pregnancy. 
to. The alkaline reserve suffers hardly any modification in normal 
pregnancy after sub-cutaneous injections of glucose (gr. 30) or insulin 
(five to ten units). 


Premature and. early detachment of normally inserted placenta. 

To Guillemeau, Primerose and Portal (1643-1664) belongs the merit of 
having distinguished hemorrhage from placenta previa (‘‘inevitable 
hzemorrhage’’) from that due to the detachment of a normally inserted 
placenta (‘‘accidental hzemorrhage’’). 

Like the majority of obstetricians, d’Aprile applies the term ‘‘pre- 
mature’’ to the detachment of a placenta from its normal site during the 
course of pregnancy, and designates detachment as ‘‘early’’ should it 
happen when labour has begun or at any rate before the expulsion of 
the child. 

He describes 34 cases of “accidental haemorrhage” :— 26 due to pre- 
mature, eight to early placental detachment. 

These cases were treated in the Obstetrical Clinic in Rome, during the 
last seven years, out of a total of 11,000 admissions i.e. a percentage of 30. 

He mentions that in the Dublin Rotunda, no case of premature placen- 
tal detachment occurred in 156,000 births, whilst in New York Maternity 
Hospital, only 18 cases out of 60,000 were recorded. 

After discussing symptoms, prognosis, therapy and results of treat- 
ment he draws the following conclusions :— 

(1) The mechanical factors (trauma, shock, various diseases, etc.) 
regarded as important in causing detachment of a placenta from a normal 
site, are in the majority of cases, insufficient to injure utero-placental 
connections, unless these are already undermined by maternal or ovular 
disease. 

(2) Even trauma is of slight pathogenetic significance, in either pre- 
mature or early detachment if utero-placental relations are not affected by 
pre-existing gravid-toxic or cardio-renal lesions; it does, however, 
represent the determining factor by acting on a ‘‘locus minoris resis- 
tentiae” prepared by these maladies. . 

(3) In the majority of cases premature detachment and especially 
utero-placental apoplexy occur in women suffering from pregnancy 
toxezemia and nephritis, and in whom there concur, on one hand, utero- 
placental degenerative lesions, and on the other, hypertension and rapid 
circulatory dis-equilibrium. Uterine apoplexy occurs in almost all cases 
with severe toxic and renal symptoms. The degenerative alterations in 
the placenta are not charactéristic of detachment, but form part of the 
anatomical changes due to the toxic and renal lesions, affecting the 
myometrium and the muscular connective and vascular tisstie of all the 
organs. 

(4) Syphilis, heart disease, haemorrhagic maladies such as purpura, 
hemophilia and scrofula, fevers such as typhoid, and even inflammatory 
endometritis have a lesser pathogenetic importance, 
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_ The author attributes one of his cases to hemorrhagic. Parpusa, occur- 
ring during a preceding parturition, . 

(5) Foetal mortality still remains extremely high in every form of 
detachment, but the maternal has decidedly sapecsnii even in. premature 
detachment. 

The average foetal mortality is 75 to 95. per pa In d’Aprile’s 
cases it was 85 per cent. Out of 26 premature detachments two maternal 
deaths occurred, giving a mortality of 77 per cent. In early detachment, 
he had a mortality, of 12.5 per cent. 

(6) In all serious cases, abdominal Czesarean ‘section is the method of 
election as it rapidly suppresses the cause of the hemorrhage and the 
danger of shock. It is ‘imperative whether detachment is prématutfe -or 


Tabour: has begun. It is: also often the only means of saving the life of 
the child. 


Metrorrhagia in the menopause and ovarian carcinoma. 

The importance of the subject and the varying views and statistics 
concerning menopausal metrorrhagia and ovarian carcinoma induced 
Tenconi to record observations on 60 cases seen in the Obstetrico- 
Gynzecological Clinic in Milan. 28 cases were solid carcinoma, 32 were 
cystic: He. found metrorrhagia a symptom in 34.3 per cent. of the first, 
and in 30 per cent. of the cysto-carcinomata. Speaking generally, it is a 
symptom in about one third of the cases of menopausal carcinoma. 

- These conclusions corroborate Schiffman’s opinion that, ovarian. car- 
cinoma may be the causal factor in the genesis of sett Saas metrorr- 
hagia. 

In Schiffman’s work, the early appearance of this symptom, as. com- 
pared with that. of other characteristic symptoms of ovarian neoplasm 
“was emphasised.., In two cases metrorrhagia appeared before it was 
‘possible to detect by sisi ais bi-manual examination any change in the 
ovaries. 

Tenconi found that sai metrorrhagia occurred in 50 per cent. of ‘solid 
carcinoma and in 80 per cent. of cysto-carcinoma. He thinks that in the 
cysto-carcinoma forms seemed to cause very early, metrorr- 
hagia. 

Before making a iewtadle of ovarian | carcinoma; the author points out 
the necessity of carefully excluding by accurate examination the possi- 
bility of any other cause, local or general, such as uterine tumours, or _ 
general maladies such as syphilis, anterio-sclerosis etc. and especially to 
bear in mind the forms of partial anterio-sclerosis localised in the uterus, 
of relative frequency in multiparee. Macroscopic and microscopic exami- 
nation of the uterine mucosal curettings should always be made. 


In Schiffman’s cases as in his own the diagnosis was confirmed 
by laparotomy. The question arises, what is the nexus between. carci- 
noma’ and metrorrhagia? Connection with menstruation seenis to be 
excluded since ovarian carcinoma in women of sexual age gerierally has 
no influence on menstruation. Further, at the menopause the : ovaries 
atrophy and histological examination of the uterine mucosa discovers 
no element menstrual in character. It is possible that: the ovaries, still 
exert a hormonic or toxi-hormonic influence on the uterus, while it -is 
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also probable that metrorrhagia-may ‘be due to the hyperzemic and con- 
gestive action which in — on 


Simultaneous bi-lateral tubal pregnancy. wt 
Bianchi describes: a case:-of synchronous. tubal pregnancy. 
The patient (aet 27, iii-para) had been in hespital suffering from 

‘threatened abortion at the third month of her second pregnancy. After 

. abortion, the uterus was evacuated and curetted. The patient recovered. 

The third pregnancy was normal. The fourth pregnancy began two months 
before admission, the patient suffering as she usually did, from sickness 
and allied symptoms. , About a fortnight before admission she. had. a 
slight discharge of blood from the vagina and then attacks of pain, 
several times in the day, beginning in the right side of the pelvis and 
radiating to the right shoulder and: inter-scapular region. For a time, 
these attacks yielded to treatment,’ but the discharge persisted and 
within a few days the pain returned ‘in such violent spasms 
that the physician in attendance sent her into hospital with a diagnosis of 
“cholecystitis with calculus,” basing his ‘verdict on the radiation of the 
pain and on the nature of the vomited material. 

On examination, a ‘swelling was detected united with the adnexa in 
the right side of the pouch of Douglas, while from the. left vaginal fornix 
another swelling could be felt. united with the left adnexa, Laparotomy 
was performed. It was found... that. the omentum congested in its distal 
portion was adherent to the parietal peritoneum and to the fundus of 
the. uterus. In the uterine third of the right Fallopian tube was a swell- 

: ing . about the size of an orange surrounded with blood-clot. At the 

level of the median third of the left Fallopian . tube was another dark 
brown swelling slightly smaller.. The pelvis was full of . liquid- and 
coagulated blood. The right Fallopian tube with its tumour was ablated, 
and also the left adnexa, The left ovary ‘contained the only corpus luteum. 
The only difference between, the two Fallopian tubes was eee heematic 
infiltration in the right. 
On the basis of the patient’. the data offered be the operation 
and the histological reports, the case was diagnosed as one of simul- 
taneous bi-lateral tubal pregnancy: There was evidently.a bi-lateral cause 
which had hindered the progress of the ova in the oviduct, leading on the 
one side to indirect or. crossed. migration, and on ac other to inverted, or 
perverted. 

As. regards the pathological anatomy, the presence of a pre corpus 
luteum and. the .development, macroscopically approximately equal. and 
histologically identical, of the embryonic adnexa support Bianchi’s affir- 
mation regarding the .contemporaneity of the two pregnancies. He notes 
as an anatomical curiosity the rupture of the right sac and the. ‘rapid 
formation of omental, adhesions. 

The only element in the personal history of the patient which might 
have influenced the ectopic implantation was the hard work, which, as a 
peasant, she was accustonied to perform and during which a 
ae might have —— received and transmitted to the uterus, - 


t 
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_affected by the technique employed. 


“The mechanism of migration of the ovum and the etiology of tubal pregnancy 
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Dystocia from abdominal hysteropexy. 


Roggiero describes the risks of pregnancy and parturition in women 
who have previously had ventral fixation for uterine retro-flexion, retro- 
version or prolapse. 

The normal course of pregnancy and parturition may. be adversely 
Direct and in a lesser degree, 
indirect, ventral fixation above or below the fundus causes an exaggerated 
ante-flexion, and in pregnancy there is interference with the development 
of its walls. The patient may suffer great pain from unequal develop- 
ment and strain on the adhesions. Some authors have suggested opera- 
tion to detach the adhesions of the ventrally fixed walls. 

When pregnancy runs its course without disturbance, grave risk for 
mother and child may arise during parturition, because of the uterine 
ante-flexion and the direction of the os towards or above the sacral pro- 
montory. Foetal presentation is towards the hollow of the sacrum, and 
thus inefficacious. The uterine contractions are remarkably painful. 
Delayed aud deficient dilation of the os and distension of the 
lower segment may lead to all the pathological conditions ‘of parturition— 
and to death of the mother and child. ; 

The author describes two cases occurring in patients aged 34 and 39, 
in whom because of ventral fixation there was great difficulty in delivering 
the child. In one case its life was saved. _ 

Fortunately, abdominal hysteropexy is now being superseded in 
women under the menopause by methods which act only on the ligaments 
and soft parts. 

The author advocates Pestalozzi’s pelvic hystero-pexy as an efficacious 
operative treatment for retro-deviations, since, while correcting uterine 
mal-position, it maintains freedom for the viscera both normally and 
during pregnancy. 


with special reference to the origin of indirect migration. 


The atithor refers to the view that extra-uterine pregnancy, especially 
tubal, depends on external migration.of the ovum, As the terms “direct” 
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and ‘‘indirect’”? or external have had different meanings assigned to 
them Sfameni suggests the following classification :— 

(1) Direct or normal migration, when the ovule passes to the Fallopian 
tube on the same side as the ovary. 

(2) Indirect or crossed when the ovule goes to the opposite Fallopian 
tube. 

(3) Inverted or perverted. When the ovule, descending into the uterine 
cavity by direct migration, does not stay there, but ascends into the 
Fallopian tube on the opposite side settling there. 

From the position of the corpus luteum which corresponded to an 
implanted ovule he found that in 202 cases, 48 instances of indirect migration 
had occurred, in 14 of these the ovule was on the right side, in 34 on the 
left. 

‘Since inflammatory processes more frequently affect the left adnexa 
why should there be a preponderating occurrence of the ovule passing from 
right to left? 

The difference of level between the position of right and left adnexa 
appears to account for the greater frequency of indirect migration from 
right to left, 

Vallin found the pouch of Douglas deeper on the left ‘than on the 
right side because of the presence of the rectum in the middle line, and 
the uterus median but elevated to the right. In one out of five cases the 
right adnexa are further back and higher up than those on the leit. 

It may therefore be affirmed that even under normal conditions an 
anatomical difference in level is found between the two halves of the 
adnexal apparatus. Certainly the closure of a Fallopian tube constitutes 
an obstacle to direct migration, but since this may not take place even 
when the Fallopian tube is open, he cannot regard occlusion of the lumen 
as the primary cate of extra-uterine pregnancy. 

The essential cause of indirect migration and therefore of tubal preg- 
nancy seems to be difference in level between the adnexa. 


A case of spontaneous rupture of the fundus uteri in the seventh month of. 
pregnancy. 
-Cuzzi reviews various causés which lead to rupture of the uterus giving 
his experience of two cases due to placental insertion and rupture of a 
previous Czesarean scar. A less frequent cause is degeneration of uterine 
and placental tissue due to inflammatory uterine lesions, and he describes 
such a case. 

The patient (aet 41) v-para, had had two pregnancies and deliveries 
normal in every respect, followed by two confinements in which the placenta 
was adherent to a normal site, and had to be manually detached. The 
puerperium in each case was septic. Subsequently an abortion occurred 
at the second month which was terminated artificially and was followed 
by -curetting. - 

_In the seventh month of the next pregnancy a sanguineous discharge 
and apparent thickening of the lower segment induced her doctor to send 
her to hospital as a case of placenta praevia. Shortly after admission 
attacks of pain radiating from the lower pelvis to the right kidney 
eccurred,. each recurrence was more intenay and became complicated by 
sickness and pulse acceleration, 
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. Labour was iriduced by Champetier’s bag. Contractions began and 
the head descended. Examination for placenta preevia was negative. The 
child,.: being’ :dead, was delivered by cranio-clast and forceps: Whilst 
awaiting expulsion of the placenta, the’ patient’s condition ‘suddenly: 
became: :alarmiing., Crédé’s method was: unavailing. On introducing the 
hand into the uterus, the placenta was found towards the right of. the 
fundus: adherent to the margin of a: involved the: ‘entire 
thickness of the organ. 

Porro’s hysterectomy was After the operation 
the pulse .rate was better; and transfusion of blood was performed." After 
slight improvement the patient sank into coma and died two nights later. 

Examination of the uterus showed a round aperture with irregular: 
margin to which the placenta adhered. Opening the uterus by a longi-' 
tudinal: incision, it was noted that its walls gradually thinned down to 
the. tear. Histological examination showed the muscular’tissue deficient 
in colour, with atrophied nuclei. Near the laceration the cells showed 
hyaline and ‘fatty comnective and fibro-elastic tissues were 
normial, 

In the placental tissue the villi were through and: thinning 
the ‘muscular wall and the vessels showed fibrous degeneration. 

The rupture was evidently due to a preceding’ inflammatory process 
which had determined a en of —_ at the placental insertion 
on the uterine wall. 


Irradiation of the hypophysis in’ ‘gynecology. 
- Del Buono reviews the premises on which the therapy by irradiation 
of the hypophysis is based, as well as the experimental work on animials 
in ‘connection with it. 

The inter-glandular relations “between hypophysis and ovaries have 
been established by numerous and constant observations, “ 

It was noted by Tandler that after castration signs of acromegaly 
might appear, or the disease might show itself during pregnancy. Tran- 
sitory: amaurosis of glycosutia atid the ‘facies gravidica”’ are all’ fiidi-. 
cations of functional, if not structural, alterations in the hypophysis. In 
certain: cases of menstruation reappeared after of 
the sella turcica. 

In studying the extra- genital glands, of which the internal secretions 
either singly or united act upon’ the génital hormones, it is convenient to 
divide them into two groups :— (1) the epiphyseal thymus and’ paticreas. 
Their influence is limited to the first period of life. (2) The hypophysis, 
thyroid and the supra-renals. These, according to Tandler, are the ‘‘com- 
plements’”? of the genital glands. Alterations in these glands induce 
ovarian lesions, and conversely changes in the utero- “ovarian ret affect 
these glands. 

The author has had under his care many cases of ovarian castration 
necessitated by uterine fibroma, metropathic heemorthagés, adnexitis etc., 
and for two years has treated all cases showing ‘adverse symptoms by 
hy pophyseal castration (irradiation of poo hypophysis), and in most 
has been signally successful. 

‘The surest and speediest effects of irradiation were obtained in cases of 
amenorrhcea. In part, he confirms Sahler’s opinion that good results 


a 


Review of Currefit’ Literature’. 867° 


were not obtained i in women ovet 37 or in girls who had never menstruated. 
in “thiese ‘eases amenorrhoea is not due to hypofunction or dysfunction, 
but. to* ‘atrophy: ‘or involution of ‘the organ. Yet Del Buono records two 
cases- “of cure in primary amenorrlcea, one was a girl of 18 who had never 
menstruated. ‘In one case in which there was a recurrence ahd exacerbation 
of symptoths,”’ including ‘those of hyperthyroidism, irradiation of the 
thyroid following” that of ‘the: liypophysis gave very good results. In the 
inajority ~6f cases ‘amelioration was maintained and recurretice did. not 
occur. A great part of the success is due to careful techiiique and to 
strony: ‘doses - given in one sitting. 

The author concludes that :—~-—~--~ 

(1) Whatever be the cause which pial want of function in the 
ovary, there appears to- . correspond *a hyperfunction of the hypophysis. 

(2) In such ovarian dysfunctions in defect corresponding to hypophy- 
seal hyperfunction, the radiological castration of the hypophysis may 
give good and durable results in primary and seetany, amenorrhoea and 
in dysmenorrhea. 

(3) In ovarian dysfunctions to which there does not Rent Sea altera- 
tion of the hypophysis, radiological castration may give good and durable 
results in metropathic hemorrhage, in. uterine fibromata and. in inflam- 
matory lesions of the uterus, adnexa or ovaries. ary 


Congenital lesions of the diaphragm and respiratory insufficiency in neonates. — 

Mattina describes a case of congenital diaphragmatic hernia seen in 
Professor: Cova’s Clinic in Palermo. 

The mother (aet 21 years) had suffered no disturbance during ree first 
pregnancy, labour was not prolonged, and after a short expulsive period, 
she gave birth to a well-formed female child normal in colour and erying 
vigorously. There was no sign .of. respiratory insufficiency, but about 
an hour later the child suddenly became intensely cyanosed and died 
immediately. An autopsy was PEE, as there seemed no appreciable 
cause for death. 

Opening the cranial cavity, nothing abnormal was seen save venous 
statis ‘of the sinuses of the dura mater. The abdominal cavity contained 
only the liver, the descending colon and part of the large intestine full of 
meconium. The left pleural cavity contained a small part of the left 
hepatic’ lobe, the stomach, spleen, pancreas, small intestine, and part of 
the large (ccecum and transverse colon). these organs protruded 
into’ the thorax through a breach in continuity of the posterior part 
of the diaphragm. The atrophic lobes of the left lung were pushed under 
the body of the sternum and were adherent to the thymus which was not 
increased in volume. No abdominal organ was larger than normal . save 
the spleen which was only slightly enlarged. The pancreas was small. 
The heart, normal in volume and form with tio valvular or other lesions, 
occupied the greater part of the right thorax. The right, lung _ pushed 
into the costo-vertebral angle showed, from its aspect and crepitus, that 
ps had ‘fulfilled its respiratory function during the child’s brief life. 

larly forméd in its right half, the diaphragm lacked ‘the " posterior 
portion of the left; leaving an irregularly oval aperture through which the 
abdominal viscera had ‘protruded. 
Examination ‘ofthe osseous system and histological examination of the’ 
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liver gave no evidence of syphilis. The mother’s Wassermann reaction was 
negative. In this case therefore, syphilis as a cause of malformation could 
be exeluded, and the sole malformation—-complete absence of the left 
posterior portion of the diaphragm must be classed as a “congenital 
diaphragmatic hernia,’ cause unknown, Adopting Nau’s division of such 
hernia into ‘embryonic’? or “foetal,” “complete,” “incomplete” or 
‘‘complex,’’? Mattina thinks the case belongs to the group: of ‘‘complete 
embryonic hernia,’’? because of the nature of the aperture and the absence 
of a hernial sac. 


J. H. Filshill. 


Archiv fir Gynikologie. 
Vol. 130, Part i, July 19, 1927- 

Max Hofmeier’s obituary. G. Winter. 

Gynecological Rontgen -carcinoma. H. Dehler. 

The influence of carcinoma growth upon ovarian function” in the. white 

_ mouse. A. Mahnest. 

The present position of the question of radiation in the therapy of 
carcinoma of the cervix. W. Fiirst. 

An unusual case of multiple primary tumour formation in the uterus 
and ovary. K. von Gusner. 

Primary melanosarcoma of ‘the vagina. A. Mulzer. 

On xanthoma cells in the uterus. W. Schiller. 

An experimental contribution to the question of the function of the inter- 
renal system during pregnancy. J. Granzow. 

Morphine in midwifery. H. Kamniker. 

Variation statistics of gyneecology. J. Aeblz. 

Reply to the observations of J. Aelbz on my work “Leugth and Weight 
of the Ripe Ovum in the Light of Variation Statistics.” E. Wehefritz. 
Vol. 130, Part ii, July 28, 1927. 

*Characteristics of sex. J. Halban. 

Physiology of the puerperium: investigations concerning the influence 
‘of lactation on the organism as a whole and on the genital organs. 
L. Kraul. 

Fascicular separation in the myometrium during pregnancy. E, Terruhn. 

*The origin of congenital defects of the skin. K. Lundwall. 

The mechanism of birth in contracted pelvis: part 4. P. Schumacher. 

*Total gangrene of the uterus during the puerperium. FE. Weinzierl. 

Systematic blood examinations during pregnancy and in abortion, labour 
and the puerperium. M. Kriiger-Franke, W. W. Haagen and G. Ockel. 

The influence of the red blood-cell count on the sedimentation time of 
erythrocytes. H. Schafer. 


Characteristics of sex. 

A single patient aged twenty-one who had never menstruated, and. 
although sexually indifferent, was more shy in the presence of men than 
of women, was medically examined on account of abdominal pain. The 
enlarged labia majora contained testes but otherwise, except for some 
hypertrophy of the clitoris, the physical characters, as shown by skeletal 
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development and hair and fat distribution, were typically feminine: the 
breasts were well developed. The vagina was narrow and eight centimettes 
long: uterus and adnexa were absent. After exploratory opening of the’ 
abdomen, portions of healthy ovaries were transplanted in front ‘of and 
behind the abdominal muscles, and the testes were excised. The patient 
gained six kilos in weight and now found herself sexually attracted 
towards men: seven months later the vagina was widened by a plastic 
operation. In this case the following points of interest are emphasized : 
(1) it is rare to find a pseudo-hermaphroditic individual in whom skeletal 
and genital characters, as well as secoudary sexual characters, are so 
completely those of the opposite sex to that of the gonads. (2) It therefore 
supports those who, like Halban, believe that physical and mental sexual 
characteristics are independent of the gonads and are predetermined in 
the ovum as it is fertilized. (3) Histological examination of the excised 
testes showed abundance of interstitial (Leydig’s) cells surrounding and 
encroaching on the seminal tubes. Such a finding in an almost entirely 
feminine person may be taken as evidence against the view that the 
interstitial cells exert a sexually specific effect on the organism : it points 
rather to a nutritive function of the cells in question. Although in this 
patient ovarian transplantation was done, the writer ascribes the consequent 
enhanced sexuality to improved general health and to psychic factors rather 
than to hormonic activity of the implants. 


The origin of congenital defects of the skin. 
About fifty cases of congenital skin defects on the head have been 
described :. on the trunk and limbs defects are rarer and sixteen cases are 
here abstracted, to which are added those-of {1) the first born of a primi- 
para aged 22: alive at birth at term. Two thin bands, four centimetres 
long, were attached to the foetal surface of the amnion; a papyraceous 
foetus was present as a uniovular twin. Symmetrical cutaneous defects, 
seven centimetres by five at the front of the knees and a smaller area in 
the left groin had become healed three weeks after birth. Microscopically, 
absence of hair follicles and sweat glands was noted. (2) In the. second 
case the second child of a healthy ii-para was born at term with a defect, 
1} x4 millimetres, in the left groin and a pressure groove on the left 
thigh : one amniotic band had adhered to the cutaneous defect and two 
others were present. In eight out of 18 cases a co-existing mummified 
twin was found. In only three of the previously recorded cases had the 
amnion been carefully examined, and probably many remnants of amnio- 
foetal bands or surface -adhesion have been overlooked. Wassermann 
tests done in the foetus were always, aud in the mother usually, negative. 
Accessary skin glands are always absent in the raw areas, so, that 
commencement of amniofcetal adhesions afterwards causing cutaneous 
defects must be dated before the fourth month—when sweat and sebaceous 
glands begin to be formed and pilogenic epithelial becomes specialized. 
_ Trauma during pregnancy was reported in four cases, and is probably 
of minor etiological moment. Heredity factors may have indirectly a 
causative influence. The cutaneous effects are probably to be correlated 
with amniotic abnormalities and exogenous causes such as deficiency of 
liquor amnii, rather than with such endogenous causes as may lead, for 
example, to cleft palate hare-lip and polydactylism. 
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Total gangréne-of the uterus during puerperium," 
‘jovalized gangrene of the uterus after abortion’ 
fairly’ but puerperal gangrene is rarely ‘désctibed in the Hiterattire; 
and: chiefly‘in Ruésiaw reports of’ the Jast ‘two désennia ‘of the ninetéehth’ 
century. ‘The great majority of recorded ‘eases’ are’ ‘of partial gangrene’ with 
vaginal expulsion of necroses : after. puerperal’ pyréxia’ with' ‘grave ‘gentral: 
condition and profuse stinking diseharge’'a gangrenous’ of ‘thie’ 
uterus: is expelled between ‘the fourteenth and -twenticth' days ast 
but ‘soinetimés two sor three weeks. later—subsequently, ‘speed ‘recovery 
may take place;»but About -thirty percent. of cases arelethal: Phe 
comimuztication) records the: case ofa primigtavida, aged 21, with extensive 
condylomata.of -vitlya’; and! with contracted pelvis,’ in whom, after’ 
injection::of ipitwitary extract, a’ ‘protracted labour was erided by difficult 
foreeps: delivery ‘oftiati large dead’ foetus after febrile puetperium ‘ot 


fourteen: days the general conditior improved) but’ of thé “seven- 
teenth day acute symptoms suggesting diffuse peritdénitis' die ‘to rupturé: 
of:a pus-sac were noted. Laparotomy showed total gangrene’ of the titertis; 


which lay quite: ‘ia peritoneuth “it stibwett’ ‘local 


EB. 


Monatsschrift fiir Gebustshiilfe 
Vol. 1xxvi,., No. May 1927. 
#Toxic. “mechanical causes of disturbances. of .vision in pregnancy 
*Treatment, of. contracted , pelvis, H. 
Mechanism of cell development. L. Weill. 
Attempts at transplanting the uterus into the reat in 
(autotransplantalio uteri). §.,G., Bykow. . 
“Detective differentiation of the tubal. and: impor: 
“tance in the. pathology” of the Fallopian, tubes. W,,Lahm.. 
vite sffect, of maternal syphilis, on the child. A _ Miiller. . 
Vol. _Axxvi, No. 4:5;June.: 19273 Men 
(E 107) in, midwifery. Ed. -Martin.. 
*Inflammation of the adnexa.in pregnancy. 
*Tarsion of the umbilical.cord.,. F, Heimann. : 
Abdominal pregnancy with a living child... E.. 
*Ceryical tears in,normal.Jabour. W. Rosenstein. 
A ease, of fistula cervicovaginalis laqueatica: H. ‘Schroder. 
*Pressure necrosis of both forearms arising-in terg:,.-B.- 
Ovarian, sarcoma and tuberculous peritonitis. K. 
*Schubert’s. plastic operation on the vagina. K. Hille... we 
Operation to form an artificial vagina from the small V. 
The. doctor’ “duty as regards silence and evidence. , Bahr. 
thet . No, 6: July 
*The leyator' muscle ring-in labour. Martin. 


*Qbservations on puerperal. sepsis, - especially Tocatisticn and fre! 
quency of metastases. C; Briigelniann. 
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*The influence of inflammatoty disédse of vadnexa’ ‘on ‘the 
the menstrual cycle. H. Hartmann.” 
‘On castratoids. .H, Biiltemann. 


The clini¢al picture of an island’ ‘of squamous ‘epithelium’ in cervical 


“The prognosis of genital sarcottata. H. Golds¢hmidt ‘Koertiet. 
rey carcinoma of vulva and vagina. H. Seidemann. 

Vol. Ixxvii, No, 1. August 1927. 
The time of ovulation and. ‘the éstimation. of. the age young 
*Uterine douching with ‘alcohol i, the. p puerperfum. 
*Painless labour and excessive ions. H. Hoeland. 

A primary lesion of the cervix. H. Hinselmann. A 
*Laevorotary in the uritle during insulin treatment of, ‘nom: 


yan Des 


Neufeld. 


“Vol. xxvii, No. September 
*The of a high Pgsition: of the head in flat and: generally con: 
tracted pelves. P. Schumacher. 
*Spontaneous rupture of the uterus. C.. Doerffer, 
*Incomplete uterine rupture. . H. Baumm. us 
*Early Ceesarean section. W. Zangemeister, , SEAS 
*Etiology and clinical course. of tubal pregnatiy,. *. Puppel. 
Secretion and histological changes in. the breasts, of the newborn. #. 
Hoeland. 


*Mental diseases of gynecological importanice, “Galant. 
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Toxic and mechanical causes of disturbances of vision in pregnancy and lqhour.. 
_Fraymann concludes that. amaurosis can be* the first sign. of. severe 
pregnancy, toxaemia,. and that his case of homonymous hemignopia 
can be explained either by pituitary hypertrophy in an asyminetrical 
sella turcica, or a unilateral haemorrhage into, the ‘pituitary. . Ap either: 
type fnduction of labour. is indicated, and he advocates. that. vision. should 
be more generally investigate, in 
Kupferberg makes out a ‘case ‘symphysiotomy,” ‘here any 
suspicion of possible infection renders Caesarean section unfavourable. He 
emphasises the simplicity of the method, the minimum of. instruments 
and assistance required, and the absence of sequelae _ in his experience. 
Careful’ estimation of the degree of disproportion is first made ; a catheter 
is placed » in “the urethra and clipped to keep the bladder distended with. 
boracic lotion ; pressure is maintained on the wound and mons veneris 
for aw hour after operation; risk of intracranial hemorrhage is emer pe: 
and delivery often occurs spontaneously after a very short interval. 
septic: cases which have had previous manipulations ‘the author 
the ‘Gottschalk-Portes method of Czesarean section, in which the uterus. is. 
eventrated and ‘the abdominal wall. suttired before the uterus. is ‘opened... 
The latter is left outside the abdomen, ‘dressed with sterile oil. until Ssatis- 


factory involution, occtirred, and finally ‘réplaced. by. a secondary 
operation. 


re 
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Defective differentiation of the tubal mucous membrane and its importance in 
the pathology of the Fallopian tubes. 

Lahm believes defective development, (e.g. poor reduplication of the 
mucous membrane) underlies such conditions as pseudofollicular salping- 
itis, hydrosalpinx, tuberculosis, pyosalpinx and tubal pregnancy, and has 
obtained numerous. sections in support of his views. 


The effect of maternal syphilis on the child. 


Miller summarises the effects of treatment of syphilis before and during 
pregnancy, and coricludes that the best results are obtained where the 
maternal condition is controlled, (preferably by a combination of drugs 
and specially by salvarsan and bismuth), before the foetus has been infected. 


Avertin (E 107) in midwifery. 


Martin has had excellent results with this preparation in producing 
narcosis. It is given per rectum in doses proportionate to the body 
weight at the beginning of the second stage, and has no disadvantages, as 
the pains are unaffected, voluntary efforts are not abolished, though pain 
is not felt and the patients sleep in the intervals. 


‘Inflammation of the adnexa in pregnancy. 


After suggesting that, where an old salpingitis has cleared sufficiently 
to allow pregnancy to occur, the subsequent hyperemia may complete the 
cure, Heyer 'deseribes a case, in which gonorrhceal infection and conception 
were apparently conteniporary, and points’ out the extreme seriousness of 
the condition, the growth of the uterus being specially liable to separate 
adhesions and cause rupture of a pyosalpinx. 


Torsion of the umbilical cord. 


- In his case, Heimann believes that torsion of the cord, which was 
markedly thinned (3 mm.), was the cause of the death of the foetus. 


Cervical tears-in normal labour. 


Rosenstein emphasises the harmfulness of bearing down efforts in the 
first stage or fundal pressure in the second stage of labour, and the 
advisability and inspection of the cervix, where the course of labour or 
bleeding suggests the possibility of a cervical tear. Timely repair will 
save a trachelorrhaphy later. 


Pressure necrosis of both forearms arising in utero. 

“In Liegner’s case the lesions were on areas of the hands and forearms 
which had apparently lain in close contact in utero, the hands being 
slightly deformed (position of tetany) from pressure due to deficient liquor. 


Schubert's plastic operation on the vagina. 

_ The advantages of the rectum over the small intestine in forming an 
artificial vagina lie in the extraperitoneal operation, in the lesser tendency 
to. gangrene of the new vagina, and _ the lesser. secretory -activity thereof. 
The chief disadvantage is the possibility of faecal. incontinence, which. 
occurred but cleared up after about four years in the case-described. The 
urethod may be used where the uterus is defective or absent. 


; 
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On the use of ergot. 

Asch deprecates the increasing hypicdermic use of and 
eribes a method of cooking powdered ergot in cakes (10 gm to 20 cakes) 
which avoids the sickness, which has otherwise followed its use, In 
spring when ergot is liatile to be weak, double quantity should be used. 


The levator muscle ring in labour, 

Martin concludes that: (1) tears in the medial border of the levator 
are almost invariably at the pelvic origin; (2) the right border suffers 
most in right and left. vertex presentations, probably on account of dex- 
troversion of the uterus, and marked rotation of the head in the left 
position ; (3) the. percentage of tears is very similar whether accompanied 
by perineal tears or not; (4) levator tears occur before perineal; (5) the 
duration of the dilatation and not the size of the head is the important 
factor (6) episiotomy does not help the anterior tears, only a deep vaginal 
and perineal incision can be of use. 


‘Observations on puerperal sepsis, especially the localization and frequency of 
metastases. 
Briigelmann concludes that the average mortality is 75 per cent. and 
metastases also occur in 75 per cent. of cases. The most common type is a 
thrombo—or endophlebitis (60 per cent. with mortality of 70 per cent.) 
especially in the lungs, due to an anzerobic streptococcus; lymphangitis 
accounts for 10 per cent. of cases (mortality 50 per cent) with few metastases 
due most often to hemolytic streptococci; endocarditis occurs in. 12 per 
cent. (100 per cent. mortality) with many metastases, and an erobic 
is its cause. Mixed types are common. 


The influence of inflammatory dtdeans of the adnexa on the course of the menstrual 
cycle. 
Hartmann has collected a number of cases and ‘suminarises his results 

thus :— In the majority of fresh acute cases the following menstruation is 

painful and profuse, though it may be normal, early or late. In chronic 
cases, menstruation is usually painful and profuse and may occur at 
more frequent .intervals than normal. Recurrent cases show a normal 
cycle or resemble the chronic forms. Ovarian abscess had no effect in 
50 per cent. of cases, in some there was a shortened intermenstrual period. 


Following up Sellheim’s description of a genuine female castratoid, 
Biiltemann describes three cases, whose exact significance is. difficult to 
‘estimate, and which suggest stages between infantilism and castratoidism. 
He considers Abderhalden’s reaction of diagnostic importance ; though in 
one case it contradicted the clinical symptoms and made the diagnosis 
difficult, in the other two cases it. supported the clinical picture. 


The prognosis of genital sarcomata. 

The authors conclude that uterine sarcoma has a better prognosis than 
vulval or ovarian. Symptomless periods up to two or more years were 
achieved where radical treatment and radiation could be wndertaken, «© 
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Uterine douching with alcohol in the puerperium. 
» Brock believes that, the intrauterine use of alcoholic doguloes bias 
40 per cent.) is very ‘valuable. in commencing infection of the: uterus. 


Painless labour. and excessive contractions. 


Hoeland cannot support Gellert’s results as paracervical injection’ of 
adrenalin and novocaine had no effect in producing painless contractions 
in canes in which the was 


‘Laivetetely changes in the urine sinha insulin treatment of non-diabetic patients. 

‘Points in this article are the following :— (1)— hypertlermic or oral 
administration produced the same’ effects. (2) The type and degree of 
in¢rease in the laevorotary action of the’ uriné ‘have some bearing on the 
‘amount of’ insulitt: ‘carbohydrate metabolism. (3) Observation of: this 
polarimetric ‘change ‘may give some of a patient’s tolerance and 
fieed for .a ‘course of itisulin. 


Ultra-violet light in gynecology. 

Neénfeld' strongly recommends ultraviolet light inigynzcology, though 
its method of action is not yet clear. He 


The etiology of a high of the in flat and pelves. 

*t’ Schumacher describes a case which supports Martin’s theory’ 'that;an 
abnormally broad flat: head is’ an: factor, in  preventingo:the 
‘of a vertex in a flat- 


4, 


In the three cases described fuplacte:: was apparently due ‘to removal 
.of ,@ -previous -abartion. in one case, and toa previous manual, remoyal .of 
the placenta combined with ' numerous pregnancies in rapid succession 
An, another.. , The etiology of the third case (that of a.ii-para) was obscure. 


premonitory Signs occurred, and operation ‘only. saved one 


Pong? 


Incomplete uterine rupture. : : 
., From, an “account three interesting | eases Baumm’ ‘coricludes that 


‘there | may shock and ‘much external 


consists in laparotomy, and avoidance of all vaginal manipulations except 
a diagnostic digital examination, 


; 4434 


‘advocates dilating the cervix’ from abdve with a special 
dilator, when Ceesarean ‘section is in’ before laboirr. 


Etiology and clinical course of tubal pregnancy’” 

Puppel believes defective tubal peristalsis plays a part in the iia 
of tubal pregnancy ; he distinguishes between the hemorrhage: due.to an 
getopic gestation—-brownish, prolonged, .painful, with a,small aiterus and 
closed .os,—and that due to an intrauterine epi tibia He .reconmnends 


operation in all cases, . 
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Mental diseases of gynaecological. importance, id tuted 
Points. in, Galant’s,,account. are . the predominance of: dementia preecox 
‘at, BigP ey of circular stupor or periodic mania in middle, life and melan- 
cholia at ‘the. climacteric. Depressiye and eclamptic ‘psychoses and. chorea 
in pregnancy are indications for, induction, of abortion, while| puerperal 

chorea is fatal. 
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“Zeitschrift fiir Geburtshiitfe und 
*The position of the esseritial ancemia of “Pregnancy the” of 

anzemias.':G. Hy. Schiieidér 
*The treatmerit of fy ‘att improv ‘Stroganoff 

“Investigations into the anizemia’ of pregnancy. Re Hinel. 
*The cause of growths of endometrial’ stricture in the Ovary. Ballin, 

Fhe importance of intra-uterine réspiratory movemnents in the “foettis 

W. Schmitt: 

‘Cyclic: developmental variations’ in inalle and female sex “characteristics. 
H.'Seltheim. 
Face presentations. G. ‘Raschhofer. 
Relationship between clinical symptoms and the histological appearances 
of uterine curettings' ‘of non-malignant types. K. “Kaufmann 

Hoeck. 

“Scarlet fever during the puetperium. 
#Coniparative stidies of huclei in placedita, ‘hydatidiform inole and, chorion 
--‘epithelioma. I. Y. Iwaitiow. 
A congenital cystic lymphangioma of the neck. Steinforth. 
Adenomatous infiltration of uterine muscle. E.‘v. ‘Burg. 
Expetiencés with the Alexander-Adams ‘operation. 0. Wiemann. 
A case of doubled ‘female uretlita, complicated by pours W. _ Reip- 
rich and M. Schléssler. 
“Diverticulum | of the persistent vitelline duct with PRE. info, ‘the 
“amniotic Bac. A. Gamper. 


The position of - the essential anemia of pregnancy in the pe ‘pnemias,_ + 
Having” reviewed the most recent classification and differentiatipn, 
the anzemias, the author describes the essential , blood changes,,, whith 
take place. during. pregnancy. _ Hemolytic _ghanges ., occur. early ;., the 
initial hydreemia is soon compensated by the over-productipn: of; erythro- 
cytes, leading to the appearance of immature red_corpuscleg,in :the,- blood 
_stream. Enlargement, of the spleen indicates the increase in. , blood 
destruction, and: the accelerated sedimentation-rate depends .on changes 
,in the actual composition of the corpug¢les. The colour index is. usually 
isochromatic, but become hyperchromatic : the, hypo-chromatosis. of 
true pernicious anzemia, is; ;seldom found. The. blood serum, shows changes 
in its composition and in its, Ignsgoneentration, al: tending towards. the 
signs of acidosis, When these changes are present in extreme degree we 
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have the essential anzemia of pregnancy, which is of the secondary hzmoly- 
tic type. While histologically similar to Biermer’s pernicious anemia, this 
anemia of pregnancy differs very much in other respects—in particular, 
because it disappears at the end of pregnancy. In the author’s opinion 
the hzemolytic tendency is of toxic origin. 


The treatment of eclampsia by an improved Stroganoff method. 

In Japan the Stroganoff treatment of eclampsia has not given very 
satisfactory results. In Tokio the maternal mortality amounted to 20.78 
per cent., and the foetal about 50 per cent. In Kioto the maternal mortality 
has been 34 per cent., and the foetal 59.7: per cent. The author criticises the 
employment of both chloral and morphia, because of their harmful action 
on the cardiac and respiratory centres. He objects further to the use of 
morphia on the ground that it leaves the cord reflexes persistent for a very 
long time after actual consciousness has been lost. In place of morphia 
he employs omnopon and scopolamine, which very quickly inhibit the 
reflex centres in the cord; further, they exert very little harmful influence 
on the cardiac and respiratory centres. In place of chloral he employs 
luminal administered subcutaneously. Though his series of cases only 
amounts to twenty, there was only one maternal death, and that in a patient 
with severe bronchial asthma. There were only two foetal deaths, one in 
a case of bronchial asthima, and the other where the foetal heart sounds were 
already absent when the patient arrived in hospital. 


Investigations into the physiological anemia of pregnancy. 

The author has made a most complete study of blood changes in 15 
women throughout the course of pregnancy, and for a prolonged period 
alter labour. During pregnancy the blood was investigated at three-weekly 
intervals, and after labour as nearly as possible in tiie middle of the inter- 
meustrual phase. In two of the cases, investigations were actually made 
before conception occurred, and in one case were continued until two years 
after labour. Great care was taken with the technique of the blood investi- 
gation, estimations being made of the number of erythrocytes, the percen- 
tage of heemoglobin and the cell volume percentage. Singularly uniform 
results were obtained in all the patients, specially selected healthy women 
with normal pregnancies. A definite «naemia of the chlorotic type always 
developed. It commenced about the eighth week and increased steadily 
up to somewhere between the 16th and 22nd weeks; it remained at the 
same low level until the 30th to the a2nd week : it improved with singular 
rapidity, producing 1. maximum figure in each case about the 34th week. 
This maximum was in all cases well below the values found at the begin- 
ning of pregnancy. One of the most impe:tant observations made by the 
author is that this physiological anremia is not compensated until almost 
six months after labour. 

The author believes that when a new pregnancy begins before this time, 
special steps should be taken to treat the chlorosis. He correlates the 
rapid increase of blood clements about the 34th week with changes observed 
by other investigators about this time in normal pregnancies ; for example, 
the rapid increase in nitrogen retention, the diuresis, the increase in the 
amount of blood fibrin, increased capillary pressure and hyper-choles- 
termemia, 
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The cause of growths of endometrial structure in the ovary. 

From the study of a series of specimens the author concludes that the 
diagnosis of endometrial-like tissue of the Sampson type in tarry or 
chocolate ovarian cysts can only be made after histological examination. 
All attempts at diagnosis on clinical grounds have proved unreliable. He 
found that these ‘‘endometriomata’”’ were associated with the presence in 
the ovarian tissue of changes of an inflammatory character. There were 
either new or old partly organized fibrinous deposits on the surface of 
the ovary, with calcareous deposits and round-celled infiltration in the 
parenchyma. These inflammatory changes had produced either a destruc- 
tion or distortion of the surface epithelium of the ovary. Parts of the 
epithelium were thus cut off from the surface, and developed into glandula: 
formations which tended to penetrate still deeper into the ovarian tissue. 
He very rarely found completely developed tissue showing the structure 
of endometrium and exhibiting menstrual changes. In any case he 
believes that there can be no development of endometrial-like tissue in 
the ovary without preceding inflammatory change, and therefore cannot 
subscribe to Sampson’s belief in the origin of such tissue by transplantation. 


Comparative studies of nuclei in placenta, hydatidiform mole and chorion 

epithelioma. 

Using Heidenhain’s method of staining cell nuclei, the author made 
a comparative study of the nuclear staining in a large number of specimens 
of normal placenta and of the chorionic elements in hydatidiform mole and 
chorion epithelioma. No evidence could be found of an essential difference 
in the structure or staining reactions of the nuclei in any of the types. 
Considerable variation in size, and to a less extent in depth of staining, 
was found, but this could be explained by differences in the activity 
of the surrounding tissue, facilities for cell nutrition and similar factors. 
In chorion epithelioma round-celled infiltration of the surrounding tissues 
produced changes of the degenerative type in the nuclei of the enclosed 
malignant tissue. The author believes that the development of chorion 
epithelioma depends on a deficiency in the lytic power of the blood serum 
against foetal cells, rather than on a primary pathological difference in 
the epithelial structure. 


J. Hendry. 


Zentralblatt fir Gynakologie. 
No. 14, April 2, 1927 

Some tumour problems anent unusual tumours (Melanoma urethre, Strum 
ovarii carcinomatosa, Pseudomyxoma peritonei, ete.). J. Koerner. 

*A contribution to the wtiology of sacral pain. F. Schultze-Rhonof and 
H. Watermann. 

Fatality during the treatment of gonorrhcea. R. Hoffmann. 

A criticism of the diagnosability of female gonorrheea. N. Neufeld. 

Aplasia of one kidney with simultaneous malformations of the internal 
female genital organs. H. O. Neumann. 

Progress with the ninhydrin flocculation test of Vogel. R. Bund. 

Partial separation of the placenta sub-partu in placenta preevia. H. Meyer, 

On the casuistic of abortion from lead poisoning. W. Kolde. 
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A noteworthy case of twin labour with the utero-abdominal fistula of 
Sellheim. P. Goetz. 

A case of pseudo-hermaphroditism with a rare variation in the conforma- 
tion of the urogenital system. K. T. Krawzowa. 

A new instrument for clamping the broad ligament. 5. Sztehlo. 

No. 15, April 9, 1927. 

Ieukoplakia and precancerous changes in squamous epithelium. O. 
v. Franqué. 

On the knowledge of precancerous changes in the portio. H. Hinselmann. 

On the <etiology of ulcus rodens vulvee. A. Rieck. 

The squatting position in the puerperium. F. Lichtenstein. 

Life-saving effect of a repeated blood transfusion in a complete inversion 
of the puerperal uterus. G. Haselhorst. 

*Sudden death in pregnancy (eclampsia without convulsions). R. Pohl. 
A case of unusually situated supernumerary milk glands, together with 
some remarks on axillary milk glands. W. J. Schmidt-Tannwald. 

*On remote reflex pain in gynaecological diseases. C. Stanca. 

On the casuistic of conception with undamaged hymen. B. P. Fornenko. 

No. 16, April 16, 1927. 

A peculiar case of adenofibrosis in an old abdominal scar. O. Polano. 

Are there regular intrauterine respiratory movements? R. Dyroff. 

Destructive vesicular mole. K. v. Oettingen. 

Complete rupture of the uterus at the end of pregnancy after abdominal 
section with complete “eversion” of the ruptured corpus uteri in its long 
axis; retention of the placenta and escape into the abdominal cavity 
of a living child in a closed amniotic sac. P. Schumacher. 

On contraction and relaxation of the myomatous uterus. O. Beuttner. 

On the indications for salpingostomataplasty. F. Peyser. 

Cutancous strive in the upper arm of a pregnant woman. J. S. Galant. 

The diagnostic value of tubal insufflation in relation to the technique. 
R. A. Tschertok. 

No. 17, April 23, 1927. 

“Criticism of insulin therapy in gestation. toxicoses. S. Bokelmann. 

Pregnancy and the puerperium in their influence on the biliary passages. 
G. d@’Ameto and Gruelin. 

Primary tubal carcinoma. HH. Biiltemann. 

*On ephedrin (Merck) as a sympathetic-exciting means in gynecology, 
especially in dysmenorrhoea. Lang. 

On the vasoconstrictor action and some pain excitors. W. Zorn. 

On the induction of labour at the end of pregnancy with castor oil and 
injections of hypophysis extract. K. Adler. 

Short umbilical cord as a birth hindrance. M. Greiflenberg. 

Contribution to the obstetric significance of a short umbilical cord for 
mother and child. W. Kolde. 

Two cases of formation of artificial vagina by Popofl’s method. A, 
Mandelstamm. 

No, 18, April 30, 1927. 

Metrosalpingography as an aid to diagnosis. K. Jaroschka. 

*Sugar metabolism in pregnancy, with special reference to organ analysis 
in dogs, TL R. Schmidt. 
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*A contribution to the relation of protein metabolism between the maternal 
and the foetal organisms. P. Jonen. 

On the diagnostic applicability of the Hofstatter-Cullen-Hellendall sign. 
R. Hofstatter. 

On Neuwirth’s remarks on ‘‘The question of radiation treatment of 
cervical carcinoma” in Zent. fiir Gyn., 1926, No. 15a. W. Fiirst. 

*Death from hzemorrhage in abortion. F. Bass. 

Bacteriological considerations in rectal examinations during labour. 
T. Koller and A. Reist. 

On the question of the utility of Gwathmey’s ancesthesia in normal labours. 
M. S. Naiditsch. 

A case of artificial vagina formation by Snegiroff’s method. M. Scharapo. 


No. 19, May 7, 1927. 

On contracture and sclerosis of the neck of the bladder in women. R. 
Knorr. 

Two cases of adenomyosis of the female bladder. G. Frommolt. 

Two cases of split ureter; a contribution to the knowledge of double 
ureters. A. Herfort. 

A casuistic on the intra-uterine implantation of the ureters and its treat- 
ment. N. Kudji. 

The practical signification of colour filter cystoscopy. B. Ottow. 

A plastic operation on the urethra after injury. C. Stanca. 

The theory of the action of urotropin in urinary retention. T. Brunner. 


No. 20, May 14, 1927. 

Ceesarean section after I. Portes. G. A. Wagner. 

*On the value of the pyramidon test in the recognition of internal heemor- 
rhage, especially in ruptured tubal pregnaney. F. Wermbler. 

The treatment of eclampsia. E. Martin. 

On the action of castration-radiation and its influence on subsequent 
ripening of the ovum. H. Sachs. 

A case of life-threatening hyperplasia of the thymus in a neonate cured 
by R6ntgen radiation. N. Temesvary. 

The normal position of the pelvic organs, with special reference to the 
mode of origin of changes in position of the puerperal uterus. E. 
Scipiades. 

*Degree of cleanliness of the vagina, virulence of the cervical germs and 
post-operative course. A. Mandelstamm. 


No, 21, May 21, 1927. 
Obituary notice of Max Hofmeier. 0. v. Franqué. 
*On the artificial formation of the vagina by Schubert’s method. G. A, 
Wagner. 
On hermaphroditismus verus. G. A. Wagner. 
Multiple lymphocytoma of the uterine mucosa. LT. Fraenkel. 
*Uterine tuberculosis in old women. P.M. Deymel. 
On melanosarcoma. G, Gatter. 
*Myoma operation or radiation? G. Schubert. 
*Contribution to the question ‘Operate or Radiate 2”? W. Hannes. 
Contributions to the operations for widening the pelvis. G. Hoppe. 
Casuistic on genital injuries sub coitu. G. Bakscht. 
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No. 22, May 28, 1927. 

Pregnancy and mitral stenosis. R. P. v. Jaschke. 

On the anatomy of the menstruating uterine mucosa. H. Meyer-Riiegg. 

Is menstruation a necessary occurrence for the health of women, or not? 
W. Latzko. 

The Réntgen-ray diagnosis of tubal pregnancy. P. Schneider and F. Eisler. 

Premature separation of the placenta with several uterine haemorrhages. 
H. Kiistner. 

Clinical experiences with thymophysin. FE, Graff. 

A contribution to the question of apoplectic bleeding (in a case of 
eclampsia). R. Jaffé. 

A case of cervical pregnancy. H. Ganssbauer. 

Treatment with locally applied vaccines (Topovaccination), Falk. 


No. 23, June 4, 1927. 
*The hormonal sterilization of female animals. L. Haberlandt. 
*Occupation and the formation of the pelvis. M. Hirsch. 
Tuberculosis of the spinal column and pregnancy. E. Kénig and I. Poeck. 
Cresarean section in the treatment of placenta praevia. O. Korthauer. 
*Treatment by diathermy and menstruation, with special reference to the 
diathermic treatment of dysmenorrhea. 1. von Biiben. 
On retention of the membranes. H. Nélle. 
*\ contribution to the explanation and treatment of eclampsia. Rodenacker. 
The so-called multiple idopathic pigmented sarcoma (Kaposi) of the vulva, 
A. Garbién, 
Critical remarks on Vogel’s pregnancy reaction, 1. Jakowleff. 


No. 24, June 11, 1927. 

*On endometrium in the Fallopian tube, and consequencies arising from it. 
R. Meyer. 

*On the diagnosis of rupture of the membranes. V. Gold. 

A case of congenital secondary glaucoma. C. Wigger. 

On the question of “Cancer Hair.” St. Simon, 

Oxyuris ova in a tip of omentum ina fixed retroflexion of the uterus, with 
the perforation scar in the appendix. G. Bodechtel. 

Repeated left-sided extrauterine pregnancy. Bierendempfel-Pleick. 

Malignant degenencration of abdominal wall-implantitions after extirpation 

of papillary ovarian tumours. R. Tauber. 


No. 25, June 18, 1927. 

Alkali-necrosis of the uterus and adnexa, a hitherto undescribed disease. 
H. Runye. 

On ovarian pregnancy. R. Zimmermann. 

Judgement of the progress of labour by palpation of the skull with the 
external hand-prip. Sachs. 

On compression of the umbilical cord by the fectal hand. Tl. Sacnger, 

A contribution to conservative dilatation of the cervix. A. Hochenbichler, 

case of phlegmonous gastritis with simultancous observed 
during labour. C. Selimidt. 

“Vhe squatting position after labour, A, Hartmann, 

Cessation of pains in central placenta praevia. 

Simplificition of technique of tubal sterilization. M, Kohler. 
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No. 26, June 25, 1927. 

Ovarian hormone and ovum. A. Mahnert and H. Siegmund. 

Clinical observations on heterotopic epithelial proliferations. Kk. 
Oettingen. 

*Control of blood pressure in eclampsia by radiation with the Quartz Light 
as ameans of recognition of the efficacy of the “High Sun.” A. 
Hochenbichler. 

Hemorrhage from the capsule of myomata. H. Saenger. 

Two cases as a contribution to corpus luteum bleeding. EK. Véleker. 

A reply to Niirnberger’s work, “On the Question of the Analysis of 
Heredity in the Legal Determination of Paternity.” R. Schetter. 

*Tentorial tears and intracranial hiemorrhage in Cesarean section. F. 
Siegert. 

On the casuistic of unusual birth-injuries. Holzaptel. 

*Artificial induction of labour at the end of pregnancy. A. Ostreil. 


A contribution to the etiology of sacral pain. 

Schultze Rhonoff and Watermann record two cases in which pains in the 
sacral region of supposedly gynecological origin were relieved by treatment 
directed to the correction of flat foot. 


Sudden death in pregnancy (eclampsia without convulsions). 

A ii-para aged go, went through the first six months of her third preg- 
nancy without presenting any abnormal symptoms. Swelling of the legs 
then set in, followed by slight headache and nausea, causing her to go to 
bed in the late afternoon. She slept intermittently until two o’clock next 
morning, when there occurred several severe attacks of vomiting. At four 
o'clock she fell into a profound sleep with stertorous breathing, from which 
she could not be roused. She was then removed to hospital and died in 
a few minutes. The urine contained much albumin and the autepsy 
revealed the eclamptic nature of the condition. ‘The lateral ventricles and 
the fourth ventricle were filled with blood, The disease appears to have 
proceeded directly from the prodromal into the comatose stage, and this 
could be accounted for by the cerebral hemorrhage. This hemorrhage 
may be considered cither as due to a toxic effect on the blood vessels of 
the brain or as an apoplexy of pregnancy. The condition of the kidneys 
justifies the assumption that the patient had had a high blood pressure. 


On remote reflex pain in gynecological diseases. 

Stanca explains the occurrence of remote reflex pain met with in some 
gynecological affections to the fact that the nerve stimulus is transmitted 
by the plexus sympathicus from its seat of origin in the pelvis. The 
direct cause of the phenomenon is not duc to the presence of the extravasa- 
tion effused into the abdominal cavity, but to the stimulation of the 
syinpathetic apparatus situated in the tissues of the Fallopian tube, the 
Incsovarium or the mesosalpinsx induced by the pregnancy cytolysis from 
the growing ovum or from. the active (inthimmatory and exudative) 
hyperemia of the organs concerned, 


Criticism of insulin therapy in gestation toxicoses, 
Bokelman criticises Loeser's arguments and conclusions in the same 
journal in December toz6. He considers that this kind of insulin therapy 
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is based on false premises and at best offers an indirect and dangerous 
route to the required end, instead of one which is direct and safe. 


On ephredin (Merck) as a sympathetic-exciting means in gynaecology, especially in 
dysmenorrhea. 

Lang points out that ephedrine is a drug which stimulates sympathitic 
nerve endings in smooth muscle. He found that when given at the onset 
of the pain in essential and inflammatory dysmenorrhcea, it relieved the 
pain and also limited the amount and reduced the duration of the ilow. 
From 0.01 to 0.05 gm. was given by the mouth two or three times a day, 
according to tolerance as determined by Aschner’s eyeball pressure test. 


Sugar metabolism in pregnancy, with special reference to organ analyses in dogs. 

Schmidt found the hepatic glycogen greatly decreased in the dog during 
pregnancy. The fat content, however, was unaltered or, in dogs given a 
minimum of protein, increased. He points out that the deposition of fat 
is a physiological process, the fat being utilized in the formation ot glycogen. 
This may explain the lipaemia characteristic of pregnancy, and may also 
throw light on the ketosis of pregnancy, since the transformation of fats 
into ketonic acids is a preliminary step in the formation of glycogen from 
fats or in any other utilization of fats in the body. Ketonuria during 
pregnancy would thus indicate hepatic insufficiency in respect of glycogen 
formation. 


A contribution to the relation of protein metabolism between the maternal and 
the fetal organisms. 

Jones analysed the water, total nitrogen and residual nitrogen curves 
which he obtained from experiments with undernourished dogs during 
pregnancy. During the period of relative inanition the maternal organism 
was forced to mobilize its own tissues in order to satisfy the protein needs 
of the foetus. The weight of the animals remained constant throughout 
pregcancy. Merely on the ground of weight it cannot be determined 
whether the maternal organism possesses the necessary protein to supply 
the needs of the foetus, since, in a state of hunger, there is retention of 
water. 


Death from hemorrhage in abortion. 

Bass reports two cases of fatal heemorrhage in abortion and in neither 
case was it possible to ascertain the cause. 

He believes that haemorrhage should be more seriously considered as 
an indication for active treatment. Not only the severity of the haemorrhage, 
but also the existing ancemia of the patient, must be taken into considera- 
tion in the decision. 


On the value of the pyramidon test in the recognition of internal hemorrhage, 
especially in ruptured tubal pregnancy. 

Adopting Mandelstamm’s technique, Wermbler applied the pyramidon 
test for the recognition of hematin in the blood serum in one hundred 
unselected pyneecoloygical cases, tabulating his results. He found that as an 
indicator of fresh internal haemorrhage the test failed. Its results appear to 
parallel the haemoglobin content of the blood, since the lower the hiemo- 


globin, the more likely is the test to be positive. In cases of ruptured 
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tubal pregnancy, from one to two weeks usually elapse before the presence 
of hzematin can be detected in the serum. 


Degree of cleanliness of the vagina, virulence of the cervical germs and post- 
operative course. 

From investigations lasting two and a half years Mandelstamm concludes 
that the cleanliness of the vagina plays a subordinate part in the prognosis 
and in the post-operative course. A positive finding of the Ruge-Philipp 
virulence test is, he considers, an indication that special precautions are 
necessary in any gynecological operations which may be undertaken. 


On the artificial formation of the vagina by Schubert's method. 
Wagner has successfully adopted Schubert’s method for the artificial 
formation of the vagina from the rectum in seven cases. One patient has 
since been delivered of three living children through the newly-formed 
vagina. Forceps were applied at the first labour, but the other two were 


spontaneous. The last child weighed 4500 gm. 


Uterine tuberculosis in old women. 

Deymel reports cases in women 59 and 60 years of age respectively. In 
the first case the disease had been present from the age of 20, She had been 
pregnant thirteen times and had borne eleven living children, of whom 
seven had died from intestinal or pulmonary disease. She had complained 
of irregular hemorrhage for four years, having had a similar period of 
heemorrhage in her fortieth year, the menopause having occurred at the 
age of 46. Vaginal hysterectomy was performed, and the Fallopian tubes 
and ovaries were examined and appeared to be unaffected. 

The second patient presented herself for treatment on account ot prolapse. 
She had had three children, two dying of tetany in infaney. She had been 
operated upon for tuberculosis of the intestine and peritoneum thirty-two 
years previously. Vaginal hysterectomy was performed. The uterine 
infection was limited to the portio vaginalis, which is very rarely the case. 


Myoma operation or radiation? 

Schubert advocates the use of radiation only in cases in which operation 
is absolutely contraindicated. In one hundred operations for myoma he 
found malignancy present in five cases. That a connexion exists between 
myoma and carcinoma he regards as certain, and cites cases showing that 
the occurrence of carcinoma of the body of the uterus is not rare atter 
radiation. 


Contribution to the question: Operate or Radiate ? 
“When in doubt, operate’ is Hannes view, since he holds that 
radiation for myoma is indicated only when one can feel absolutely certain 


that the myoma is uncomplicated. 


The Réntgen-ray diagnosis of tubal pregnancy. 

Schneider and Hisler successtully diagnosed ten cases of tubal preguaucs 
by means of the Réntgen-ray. They publish roeutenograms and sketches 
of their cases, and discuss the interpretation of the shadows obtained 
under various conditions, 
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The hormonal sterilization of female animals 


Haberlandt obtained temporary sterilization of female rabbits by 


subcutaneous implantation of the ovaries of pregnant rabbits and guinca- 
pigs, and by injections of preparations of the placenta. In white mice 
similar results were obtained by feeding with ovarian and placental extracts. 
The animals were not injured by this treatment and subsequent offspring 
were normal. Ripe follicles were not found after the treatment. The 
results are attributed to a hormone inhibiting ovulation. 


Occupation and the formation of the pelvis. 


Hirsch demonstrates the deleterious influence of certain kinds of work 
during childhood and adolescence on the formation of the female pelvis. 
lispecially injurious is work necessitating standing and the disproportion- 
ate use of the pelvic and abdominal muscles, the worst effects being observed 


in the mining and metal industries. Agricultural work appears to be 


least harmful, though even here contracted pelvis and pathological labours 
were half as frequent again as in women who did no physical work. The 
danger diminishes steadily with the age at which the girl commences to 
work. Women in the textile industry have been specially investigated 
by Hirsch and he gives details of the muscular demands of work in this 
industry and its effects on the immature bony pelvis. He urges the prohi- 
bition of factory work by young girls. 


Treatment by diathermy and menstruation, with special reference to the diathermic 
treatment of dysmenorrhea. 

Von Biiben considers that treatment by diathermy is contra-indicated 
during menstruation and for a day or two both before and after the period. 
There is some danger of aggravating the symptoms in endometritis and 
myomata. In cases of dysmenorrhcea with genital hypoplasia, good results 
were obtained by the application of diathermy during the inter-menstrual 
period. Three treatments a week at a temperature of from 41° to 45°C, were 
given of twenty to thirty minutes duration. Three or four series of ten 
treatments each were usually necessary, abdomino-vaginal 
vaginal applications being given. The results obtained in the treatment 


of fifty cases were: cured, 24.6 per cent.; improved, 44.3 per cent.; not 
improved, 21.1 per cent. 


or dorso- 


A contribution to the explanation and treatment of eclampsia. 


Rodenacker’s explanation is that eclampsia results from a disturbance 
of oxidation. He finds that the oxidising power of the tissues falls 
towards the end of pregnancy, and that in eclampsia it falls far below 
the level which is physiological in) pregnancy. Kelampsia is thus an 
internal suffocation. He recommends insulin as prophylactic for 
eclampsia in cases in which oxidation is shown to be disturbed, since it 
has proved beneficial oxydase poisoning. He contends that the 
cclamptic patient should be delivered as speedily as possible, since the 
oxidative power rises rapidly during the puerperium. 


On endometrium in the Fallopian tube, and consequences arising from it. 
Meyer believes that it is not necessary to assume implantation from 


the uterus to account for endometrium the place of tubal mucous 
membrane, It can be explained by heteroplasia on the basis of congenital 
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predisposition and dependant on ovarian activity or on some other 
stimulating influence. He has only once seen functioning endometrium in 
the place of tubal mucous membrane. Heterotopic proliferations of the 
mucosa of the Fallopian tubes can readily be demonstrated. 


On the diagnosis of rupture of the membranes. 

Gold asserts that the reaction of the vaginal secretion is a reliable 
indication as to whether the membranes have ruptured. The otherwise 
acid secretion of the vagina is turned alkaline by the presence of amniotic 
fluid. Admixture with blood, urine and disinfectant solutions must be 
excluded, 


The squatting position aiter tabour. 

The squatting posture in labour and during the puerperium has been 
customary in China from ancient times. After labour it is maintained 
unchanged for at least three days, and sometimes for as long as four weeks. 
Hartmann points out that the employment of this position does not appear 
to lessen the risk of haemorrhage. ; 


Control of blood pressure in eclampsia by radiation with the Quartz Light as a 
means of recognition of the efficacy of the “High Sun.” 

Good results were obtained by Hochenbichler from the use of ultra- 
violet rays in the pre-eclamptie condition and even alter the onset ol 
convulsions. No serious complications were encountered during the treat- 
ment of too cases in the early stage. The lamp should be tested at least 
once every four weeks with a dosimeter. He records one case in which the 
blood pressure rose instead of falling after each radiation; when another 
lamp was used, the usual fall resulted. This was due to some defect in 
the biological activity of the lamp, although it had been burned for a 
shorter time than the control lamp. 


Tentorial tears and intracranial hemorrhage in Cesarean section, 

Siegert asserts that injury to the child’s brain is of more frequent oceur- 
rence in Cesarean section than is commonly supposed. He records a case 
in which, at autopsy on a child who had died two days after delivery by 
Cesarean section, bilateral rupture of the tentorium  cerebelli was 
revealed. The membranes had not ruptured before the operation, although 
delivery of the head had presented no unusual difficulty. The placenta 
had laid in the wound opening and the child’s head had presented in the 
incision, 


Artificial induction of labour at the end of pregnancy, 

Ostreil gives from one to three subcutaneous injections of 0.00033 gm. 
of strychnine nitrate at half-hourly intervals in order to induce labour 
at the end of pregnaney. TH, at the end of two hours after the last injection, 
contractions have not commenced, he slowly injects pituitrin intravenously. 
An alternative method employed in the Prague clinic, is toe give o.1s em. 
of quinine after the last injection of stryehnine and to follow this up by 
on gm. every half hour until labonr commences, (not more than one gm. 
being given in the day). In eclampsia and other conditions in which there 
is a high blood pressure, the strychnine and pituitary are contra indicated, 
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Miinchener Medizinische Wochenschrift. 
No. 18, May 6, 1927. 
Chemical observations on the carbohydrates in infant foods. B. Bleyer. 
Chinese sexual life. A. Hartmann. : 


No. 19, May 13, 1927. 
Two unusual obstetric cases. S. Niedermeier. 

No. 21, May 27, 1927- 
*Procteurynter as promotor of uterine contractions. W. Nettesheim. 
Variation-statistical investigations on the weight of the new-born. K. 
Hellmuth. 


No. 22, June 3, 1927. 

treatment of gonorrhcea with malaria and safrovitain. B. Spiethoff. 

The technique of twilight sleep with scopolamine-morphine and ephedrine. 
F. Lubitz. 

Further investigations on the action of metallic salts on the cestrus cycle 
of the mouse. A. Buschke and LL. Bermann. 


No. 24, June 17, 1927. 
The treatment of infantile syphilis with spirozid. R. von den Steinen. 
*Acidity of the vaginal secretion in gonorrhoea. A. Heyn. 


The application of an clastic bandage in the treatment of congenital 
clubfoot in sucklings. G. Frey. 
No. 25, June 22, 1927. 
*Delivery of the after-coming head. O. Wienkowitz. 
The legislative regulation of prostitution. R. Breibschwerdt. 
No. 28, July 15, 1927. 
Pathology of the pendulous breast and its operative treatment. E. 
Glaesmer and R. Amersbach. 
No. 29, July 22, 1927. 
A contribution to the treatment of abortion, especially of febrile abortion. 
R. Bund. 
lmprovements in suture of the perincum. 1. Scherbak. 
On blood transfusion in gynaecology. L. Seitz. 
No. 31, August 5, 1927. 
Ou the sctiology of adnexal inflammation. Gross. 
Hypotonia cerebellaris infantilis after pregnancy-trauma. 


Huismans. 
No. 32, August 12, 1927. 


Characteristics of the cerebro-spinal fluid in sucklings. A. Mader. 
A new obstetric box alter Aman. EF. Binz. 


No. 33, August 19, 1927. 


*Ou our expericnce of manual examination of the uterus. M. Kasper. 


No. 34, August 26, 1927. 


The squatting posture in the placental period. W. Reiprich. 


Procleuryaler as promotor of uterine contractions. 


Netlesheim commends Klein’s method on 


account of its freedom from 


It is also easy to imtroduce Barnes’s bay or Braun’s metreurynter 
into the rectum 


Good Uterine contractions were obtained in thirty-seven 
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out of eighty cases in women who did not reach to other means. Intra- 
muscular injection of quinine also assists the contractions. The method 
is stated to be of special value in cases of premature rupture of the 
membranes. 


The treatment of gonorrhea with malaria and safrovitain. 

Spiethoff found that malaria alone (ten weeks) did not cure gonorrhea, 
but that it shortened its course, so that he proposes to coutinue his 
investigations, 


Acidity of the vaginal secretion in gonorrhea. 
Heyn found that in gonorrhoea the acidity of the vaginal secretions was 
the same as it is in other diseases of the cervix and vagina. 


Delivery of the after-coming head. 
Wienkowitz recommends the following modification of the Prague method : 
A towel folded lengthwise is laid round the child’s neck as soon as the 
arms are delivered and the shoulders freed. Its ends are then drawn through 
between the shoulders and the perineum and pulled down on to the child's 
chest. This gives a longer lever arm which eases the pull on the shoulders 
and facilitates rotation of the body upwards so that the head is delivered 
with the greatest ease, the child being unhurt. The only risk is that of 
a tear of the perineum. 


On Our Experience of Manual Examination of the Uterus. 

Despite the utmost care, retention of the placenta sometimes occurs. Its 
chief dangers are post-partum haemorrhage and infection in the early 
puerperium and the formation of placental polypi may later be the cause 
of fatal heemorrhage. The obstetrician must, therefore, thoroughly examine 
the placenta and if necessary remove any part retained. Palpation ot the 
interior of the uterus so soon alter childbirth is in itselt a serious matter 
and many condemn it utterly; firstly, because of the risk of infection aud, 
secondly, because of the possibility of damage to the wall of the uterus 
These are, however, lesser evils compared to the risk of a late puerperal 
hemorrhage, caused by placental remains or by polypi. Any manual 
interference, however, carries with it the risk of infection and of a dis- 
turbance of the defensive mechanism of the tissues. 

In a series of over 7o deliveries at the Obstetric Hospital ino Ntruberg, 
palpation was resorted to in 37 cases, of which 24 Were primipare and 
13 multiparie, rr of these gave a history of some previous pathological 
condition such as miscarriage, heeorrhage during pregnaney, cnudometritts, 
etc. In five, delivery had been hastened by artificial means, 20 had severe 
post-partum hiomorrhages stopped in eight of them by pressure on the 
abdominal wall or by Credé’s manipulation, The author considers that 
manual palpation is indicated whenever there is a visible defect, however 
small, in the placenta and that it is far less dangerous tor the mother to 
have any remains removed at once than it is to wait until retention uiny 
load to disastrous consequenetes. Even without vistble detect ts 
necessary at times to make a digital cNamination and he quotes sy eases 
in Which there was severe and dangerous hoomorhage uncontrollable by 


Injection of pituitvin, tn both of these, stall pieces of placenta the size 
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of a hazel nut had been retained. In both heemorrhage ceased on removal. 
The remaining 26 palpations were done because a placental defect was 
seen. In all these cases haemorrhage ceased at once. There was not a 
single case of infection due to interference, the puerperal period ran an 
uneventful course in all the cases. Nine of them had a slight rise of 
temperature in the week following delivery, but it never lasted more than 
a day or two, with the exception of one case with a chronic thrombo 
phlebitis of the vena saphena. The author looks on such palpation 
immediately alter delivery as a comparatively safe procedure. The usual 
technique is adopted. One ce. of pituitrin is administered before and an 
intra-veous injection of pituitrin is given after the examination and the 
examining hand should not be withdrawn till all fragments are removed 


and the uterus is tonically contracted. The exploration should only be 
attempted once in each case. 


Justina Wilson. 


Revista de Gynecologia y d’Obstetricia 
January 1927. 
“Phe operation of Portes. Aguinaga. 


“Placental hormones in pregnancy toxemia and in lacteal insufficiency 
Maia. 


*Phe operation of Portes. C. G. de Andrade. 


February 1927. 
Low intra peritoneal Cresarean section. 


de Moraes. 
Ciesarean section with a dead child. Caldas Bivar. 
Utero-placental apoplexy. Vergueiro. 


March 1927. 
“The operation of Schauta Wertheim. Machado. 
Relations between abnormality of parturition to age and race. 


de Silva. 


April 1927. 
Draimage in pucrperal intection. Victor Lacombe. 


May 1927. 
Considerations of transperitoneal Cresarean section, Rolindo. 


Prophylaxis and clinical treatment of puerperal psychoses. Yoauna Lopes. 


The operation of Portes. 


\guinaga reports a case on which he performed Cesarean section 
tollowed by temporary exteriorisation of the uterus according to the method 
of Portes. 


The patient (act 34) had had three normal pregnancies, and: now came 
into hospital at term of her fourth, atte 
unsuccessiul attempts at lorceps delivery 


some hours labour and two 


It was evident that there was great tactal-pelvic disproportion, and 
there were signs of material and tcctal exhaustion, 


\guinaga judged that Cresarean section was the best treatment, and 
adopted the method ot Portes, 


Not previously performed by him- to avoid 


possible posts. 


Phe child was born, apparently in extremis, but 
ctlorts Phe uterme discharge was extremely toetid, 
xterior of the uterus with cthe1 


revived alter great 
On lavage of the 
a small patch of necrosis was seen. ‘The 
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patient received antiseptic treatment daily, and on the 11th day injections 
of physiological serum were given. Improvement was noted daily and 
the small patch of necrosis of the wall disappeared. On the 30th day after 
operation, the uterus was replaced. 

During external treatment the patient suffered very little pain except 
slight tenderness in the ovaries and adnexa on compression, and she 
left hospital in about three months. 

Although a radiograph of the Fallopian tubes was not obtained, insut 
flation showed that both were permeable. 

Aguinago points out that by exteriorising the uterus, he gained the 
following advantages : 

(1) Peritoneal contact with an apparently septic uterus was avoided. 

(2) Daily inspection and treatment of the uterine sutures and walls 
were possible. 

(3) Amputation of the uterus would have be2n rapid and simple, had 
its condition required this extreme measure. 

The Czesarean section was on the lower segment, which, being less 
vascular than the upper, was not so likely to cause infection of sub 
peritoneal cellular tissue. He concludes that, in view of the favourable 
results obtained, he will in future adopt the technique of Portes whenever 
Cresarean section is indicated. He considers that it is the best means 
of saving the uterus and preserving menstruation—desirable aims when 
the patient is at the age of sexual activity. 


Placental hormones in pregnancy toxemia and in lacteal insufficiency. 

Maia gives an exhaustive account of the differing views held regarding 
the nature of placental hormones, and their effect on other glands of 
internal secretion, particularly on the mammary glands after parturition. 

He considers that the placenta is an organ of defence both for mother 
and child; that placental injections should be employed for toxcemia due 
to functional deficiency, and that placental hormones influence the mam- 
mary glands. 

He gives numerous examples of the benefits obtained from placental 
injections for toxaemia, and also for lacteal insufficieney, referring especi 
ally to cases where lacteal secretion was maintained even atter double 
oophorectomy in the last months of pregnancy. 

He gives results obtained in 25 cases of lacteal insufficiency. ta onty 
three cases was the treatment ineffectual. In 15 cases, the results were 
very good and, in seven, good, Of the three unsuecesstul cases, one 
patient suffered from atrophy of the glands, which increased neither i 
size nor consistence during pregnaney. A combination of ovarian and 
placental injections was tried without ameliorating the condition. The 
other two cases showed themselves equally refractory to all torms ot 
stimulus. Of the 15 very successful cases, to were attended im the early 
days after parturition, while five came at a later date. In the early cases 
six ampoules gave the required result in a few days. In later cases treat 


ment had to be continued for 15 or more days. 


The operation of Portes. 

Andrade concludes that the operation of Portes is worthy of contidence 
neither in its immediite nor remote cotlsequences, as there are other 
methods which are less traumatic and attain the desired end with greater 
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advantage. He is convinced of the reliability of his judgment both from 
personal observation and from national and foreign statistics. 

Recently he could verify his convictions beyond his sngiiittiicin, 
when he was called on to assist at a hysterectomy following an operation 
(Portes). Necrosis of the suture and great cedema of the adnexa had 
occurred, and though for some days the patient’s general condition was 
flattering, she died seven days after hysterectomy. 

Apparently the conservative technique of Portes is in its finality more 
disastrous than immediate mutilation. The operation, besides being dis- 
advantageous in septic cases, diminishes the possibility of success in its 
operative consequences :— 

(1) Because of the necessity of two operative interventions in a short 
time. 

(2) It is useless in cases of deep infection, because it does not hinder 
the spread of infection through the blocd stream, thus determining a 
refractory septic process and on many occasions a hysterectomy. 

(3) It is disastrous in its immediate consequences, not only because 
oi the traumatism caused by exteriorisation of the uterus and manipulation 
of the intestine, but because of the uterine wound in which necrosis and 
new infection may begin. This necrosis often requires a second suture and 
heals irregularly by second intention, exposing the patient to the risks 
of secondary hemorrhage, deforming cicatrices, hernia, fistule etc., and 
predisposing the uterus to rupture in subsequent gestation. 

(4) Because of constriction of the uterus at the level of its isthmus, 
cedema of the adnexa arises causing necrosis, which finally obliterates the 
oviducts and sterilizes the patient. 

The author considers that transperitoneal section (technique of Krénig) 
is a prompt and sure solution for septic cases. He describes two cases, in 
which he employed this technique, one patient having a general anesthetic, 
the other, spinal anesthesia. In both cases mother and child went on 
well, leaving hospital in 39 and 34 days respectively. 

Kronig’s technique, besides being easy of execution, presents in con- 
trast to that of Portes these advantages :-— 

(1) One operation, therefore traumatism is reduced to a minimum, 

(2) Incision in a non-contractile part of the uterus, covered by peri- 
toneum and within the pelvis which is a safeguard for the suture. 

(3) Heemorrhage is less, therefore there is less shock which is further 
diminished through the non-exteriorisation of the uterus, and no mani- 
pulation of the intestine. 

(4) Cicatrisation is more rapid because the inferior segment does not 
contract. The wound heals by first intention. — 

(5) Post-partum course is calmer approaching that after parturition by 
the natural way. 

(6) There is no peritoneal retraction nor meteorism. 

He believes that Kronig’s method is the best for all septic cases, being 
excellent in both immediate and remote results. 


Utero-placental apoplexy. i 
Vergueiro describes six cases of premature detachment of the placenta, 
accompanied by uterine apoplexy. 
In one case there was no albuminuria but in the others, pregnancy 
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toxemia was grave, albuminuria and hyper-tension of the arteries being 
marked. 

The author considers that pregnancy toxeemia is insufficient by itself 
to cause uterine apoplexy. It must be associated with lesions of the 
uterine wall, either due to previous infection or through fatigue caused 
by multiparity. 

In all his cases the patients had had previous abortions or ‘puerperal 
sepsis. .. 

In the syndrome of symptoms, there was not much to differentiate pre 
mature placental detachment from letachment along with apoplexy, so 
that inj making the diagnosis it was necessary to refer to the results of 
the laparotomy performed in every case. 

He found the following constant symptoms :— permanent abdominal 
pain more or less violent in character, distension of the uterine body out 
of proportion to the time of pregnancy and of such hard and wooden 
consistence that the foetal parts could not be palpated. 

In apoplexy one distinctive sign was a slow pulse not in correspondence 
with the temperature and the acute anaemia of the patient (Bono’s para- 
doxical pulse). A state of anguish is also present with apna’ cold 
extremities, and palor of the skin and mucous membranes. 

External haemorrhages (epistaxis etc.) sometimes occurring early, some 
times persistent. These were generally small in quantity but dark and 
clotted. 

Both for premature detachment and for detachment with apoplexy, 


Vergueiro found abdominal hysterectomy of the full time uterus the best 
treatment. 


The operation of Schauta- Wertheim, 

Machada thinks that this operation often performed in Central Europe 
and North America in the treatment of uterine prolapse by vesico-uterine 
transposition does not have the popularity it merits in Southern America. 

He considers it an essentially anatomical and logical operation, and 
gives statistics of excellent results obtained from it in 91 cases, the first 
operation being in January, 1909. 

Only two patients died, and he attributes death in the one case to 
acute nephritis, in the other to cardiac disease. 

With the interposition carefully executed he thinks there should be 
not less than go per cent definite cures. 

The indications and contra-indications should obey the following 
rules :— 

Indications. (1) Patients in the menopause. (2) Patients still in active 
sexual life in whom another gestation should not be risked, because of 
changes in the uterus. (3) Patients who suffer from prolapse with vesico- 
vaginal fistula. 

Contra-indications. (1) Cases of malignant tumour. (2) Cases with 
inflammatory lesions of the Fallopian tubes and ovaries. (3) Very young 
patients. 

Speaking piieeeiti, this transposition should be undertaken for severe 
prolapse, and not for minor cases in which anterior colporrhaphy | ete. 
could be employed. 


J. H. Filshill, 
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Japanese Journal of Obstetrics and Gynecology. 
Vol. x, No. 1. March 1927. 


Physiological research of the foetus. No. 2. The function of the stomach 
kK. Tani. 

*The ferment of the cyst fluid in the ovary. Part 1. Amylase. T. Tachi- 
bana. 


*Physiological investigation of the fetus. Supplementary research of the 
jerment of the digestive organs. On the trypsinogen in the pancreas. 
T. Tachibana. 
On the chemical blood reaction of sex determination. J. Sano. 
On the intra-thecal use of lobelin. F. Hazama. 
On the vascular action of the tonic uterus. C. Suzuki. 
On the influence of the tonic uterus upon the tonus of the excised rabbits 
spleen. C. Suzuki. 
On the pathologico-anatomical changes especially the aorta in rabbits 
fed with urea. H. Sakuma. 
On the sensory innervation of the internal genital organs and the urinary _ 
bladder. Asai. 
*An enormous cyst of the vagina complicating pregnancy. N. Yamaoka. 
Tuberculosis of the external genitals with broad ulcers. M. Oku. 
Vol. x, No. 2. June 1927. 
*The action of pituitrin and adrenalin on the vessels of the placenta in 
pertusion experiments. J. Kosakaé. 
The ettect of inhaled chloroform narcosis on blood and blood serum. S. 
Takiyama, 
"Intracranial hemorrhage in the newborn. H. Yagi. 
Supplementary report of the transportation of colouring substances into 
the amniotic fluid. H. Sakuma, 
*Dystocia due to general congenital edema of the fetus. Report of a case 
with a consideration of its etiology. H. Yagi. 
Comparative study of the susceptibility to drugs of the ureter in non- 
gravid and gravid animals. J. Sano. 
Menstruation of Japanese schoolgirls. K. Shi. 
[Experimental study of the excretory functions of the mucous membrane 
of the uterus. Part 1. On the excretion of pigments. H. Sakuma. 
“On the prophylaxis of eclampsia. T. Nonaka. 
The influence of dilution of blood on its coagulation and the substance 
connected with the coagulation in erythrocytes. T. Sato. 
The influence of various kinds of bacillus toxin on the uterus. S. 
Takiyama, 
Pharmaceutical combinations on paramecia. Y. Okazaki. 
The restoration of the arrested heart by electric stimuli. K. Hayashi. 


The ferment of the cyst fluid in the ovary. Part x. Amylase. 


Tachibana found that all ovarian cyst fluid contains amylase. The 
quantity of amylase in the serum in cases of ovarian cystoma is not 
atiected by the kind of tumour and therefore has no diagnostic significance. 


Physiological investigation of the foetus. 


Suprlementary research of the ferment 
of the digestive organs. On the trypsinogen in the pancreas. 


fachibana found that the pancreas of the fetus and the neonate secretes 
trypsinogen antecedent to trypsine, which the foetus secretes in the 
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fourth month, and considers that the foetus gains this function when the 
pancreas comes into existence. 


An enormous cyst of the vagina complicating pregnancy 
In a primigravida in the eighth month of pregnancy a cystic and fluctua- 
ting tumour the size of a goose’s egg was found at the introitus vaginae. 


The tumour was easily enucleated. It was unilocular and the contents 
were serous transparent fluid. 


The action of pituitrin and adrenalin on the vessels of the placenta in perfusion 
experiments. 

Kosakaé finds that the placental vessels are as sensitive as those of 
other organs to the perfusion of pituitrin and adrenalin. After a slight 
preliminary narrowing pituitrin dilates the placental vessels, while adrena- 
lin exerts a vasoconstrictor effect on them. 


Intracranial hemorrhage in the newborn. 

In Yagi’s autopsical experiences, they were in most cases (more than 
50 per cent.) haemorrhage due to asphyxia. He maintains that there is 
a close connection between asphyxia in labour and the death of the foetus. 
Though slight hemorrhage of the foetus does not lead to death, it induces 
later on the lesion of the cerebrospinal tractus. From this point of view 
it is the duty of obstetricians to pay adequate attention to prophylaxis of 
asphyxia. 


Dystocia due to general congenital edema of the fetus: Report of a case with a 
consideration of its etiology. 

The patient suffered from marked edema during pregnancy and recov- 
ered very soon after labour. It is therefore evident that the nature of this 
disease was toxemia of pregnancy. Owing to this toxeemia the kidney of 
the mother was injured and the toxin furthermore affected the foetal kidney, 
causing its hypoplasia. The erythroblastosis was a secondary alteration in 
metabolism caused by the dropsy as a reparatory process of the hzemato- 
poetic organs. 


On the prophylaxis of eclampsia. 

Nonaka advocates his so-called ‘‘diuretic-cardiotonic method,’ in 
which theocin natrium 0.3 to 0.5 is mixed with digalen 1.5, and dissolved 
in water 1000, and the patient is made to sip or drink the solution. He 
claims good results in all the 12 cases treated by this method. 


F. E. T. 
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REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAT. 
SOCIETY. 


An Ordinary Meeting of the Society was held at the Medical Institution, 
Liverpool, on April 1st, 1927. 


PROFESSOR BiatR BELL described and showed specimens and_ sections 
from the following cases :— 


(1) CARCINOMA OF THE CERVIX WITH PREGNANCY. 


Mrs. E.A.G., aet. 36 years, had been married 15 years, and had had 12 
children. She was first seen on the 11th January, 1927. There had been 
amenorrhoea for five months, and a watery discharge for six months. On 
examination, bleeding occurred from the cervix which was replaced by an 
irregular, ulcerating mass. The uterus appeared to be the size of a 
22 weeks pregnancy. 

Operation took place on January 14th, 1927. Panhysterectomy with 
bilateral salpingoophorectomy and appendicectomy were performed. 
Recovery was uneventful. 

Subsequent treatment by injections of lead colloid was commenced on 
February Ist, 1927. On recent examination no evidence of disease was 
discovered. 

Professor Blair Bell said that cancer of the cervix associated with 


gestation was decidedly rare, occurring on the average only once in about 
every 10,000 cases of pregnancy. 


(2) PRIMARY ADENOCARCINOMA OF THE FALLOPIAN TUBES. 


Mrs. A. O’B., aet 45 years. Menstruation had commenced at 10 years 
of age. The patient had been married 24 years, and had had one child. 
She was first seen on 9th July, 1926, complaining of pain in the back and 
the hypogastrium There had been a yellow, inoffensive discharge for 
12 months; there was frequency of micturition, and the patient said she 
became exhausted on the slightest exertion. On examination the uterus 
was thought to be enlarged, irregular and immobile. A large swelling was 
palpable through the whole length of the anterior vaginal wall; evidently 
pressing on the bladder. A hard mass was felt on either side of the uterus. 

Diagnosis of probable fibromyoma with salpingitis was made. 

Operation took place on August 8th, 1926. Panhysterectomy with 
bilateral salingoophorectomy was performed. The operation was extremely 
difficult owing to the density of adhesions and the presence of bilateral 
ovarian cysts, which appeared to burrow deeply in the loose tissues of the 
pelvis. Subsequently it was found that there was a small vesico-vaginal 
fistula of the bladder. This was easily and successfully repaired. 

Subsequent treatment by injections of lead colloid. 

On recent examination no evidence of disease was discovered. 
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Professor Blair Bell said that primaty carcinoma of the Fallopian tubes 
is verp rare, less than 150 cases being recorded in the literature. It is 
probable that, like many other rare lesions, these are seen with greater 
frequency than is believed, but are not recorded. He had, himself, 
operated on three cases, but the first two had not previously been recorded, 
although a section from one case is illustrated in the last edition of his 
“Principles of Gynzecology.”’ 


(3) THREE EXAMPLES OF KRUKENBERG’S TUMOUR, ONE OF WHICH WAS 
ASSOCIATED WITH UTERINE PREGNANCY, 
were next described. 


(a) Mrs. M.F.C. aet. 35 years. Menstruation had commenced at 11 years. 
The patient had been married 14 years. She was first seen on the 5th 
November, 1923, complaining of a bearing-down pain across the hypo- 
gastrium. She had lost very little weight: there was no discharge or 
bleeding: there was frequency of micturition, almost incontinence. On 
exainination a large tumour, mostly in the right iliac fossa, extending to 
the hypogastrium and the umbilicus, was felt. The cervix was immobile 
and it was not possible to separate the uterus from the tumour. The cervix 
and the vaginal wall were curiously hard. 


Operation took place on November 8th, 1923. Patient died from heart 
tailure. 


(b) Mrs. C. N., aet 42 years. Menstruation had commenced at 18 years 
of age; she had been married 18 years and had had seven children. The 
patient was first seen on March 11th, 1924. She complained of profuse 
vomiting for 18 months and pains in the epigastrium, which were relieved 
by vomiting. 

She had obstinate constipation, loss of weight, and weakness. There 
was swelling of the ankles, and hemorrhoids. Menstruation occurred for 
only one or two days every 49 days . On examination the tumour was 
discovered in the epigastrium, and was thought to involve the liver. There 
was dulness in the flanks, and free fluid in the abdomen. 

Operation took place on March 13th, 1924. Laparotomy was performed. 
A primary carcinoma of the pylorus, adherent to the liver, in which there 
were secondary nodules, was discovered; there were nodules on the peri- 
toneum. The right ovary was the size of a large cocoanut; the left ovary 
was smaller. Subtotal hysterectomy with bilateral salpingoophorectomy 
was performed. 

Subsequent treatment by injections of lead cofloid commenced on June 
11th, 1924. She had six injections. 

Result: Death reported on November 2oth, 1924. 

(c) Mrs. E, A., aet. 32 years. Menstruation had commenced at 14 years. 
She had had five children. Patient was first seen on October 26th, 1921. 
She complained of diarrhoea since the birth of the last child (December 
1919). She had noticed, in July 1921, a painless lump in the right iliac 
fossa, which gradually increased in size. In October 1921 the patient was 
seized with severe pain in the right side, accompanied by vomiting and 
diarrhoea. There had been loss of weight. On examination the uterus was 
found to be about four months pregnant, and there was a solid tumour to 
the right of it, which extended into the pouch of Douglas. The uterus 
itself Was mobile. 
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Operation took place on October 2th, 1921, Supra-vaginal hysterectomy 
with double salpingoophorectomy was performed. The right ovary was 
enlarged to the size of a foetal head, and was adherent to the rectum. The 
left ovary did not appear to have been effected. A cicatrical area at the 
pyloric end of the stomach was detected. 

Subsequent history and treatment. X-ray photographs showed malig- 
nant disease at the pyloric end of the stomach. The patient made a complete 
recovery from the operation. The patient received, in all, four intravenous 
injections of lead colloid, making a total of 0.22 gramme of lead received. 

Refused further treatment, and no further history has been obtainable. 

These tumours, described in 1896 by Krukenberg as primary sarcoma 
carcinomatodes of the ovary, are now regarded as invariably secondary to 
gastric, or possibly intestinal, carcinoma. Lantern illustrations of the 
pathology of these tumours were demonstrated. 


Dr. BurNs said he had had a case of carcinoma of the cervix in preg- 
nancy. The condition was discovered when the patient was 16 weeks 
pregnant and involved the posterior lip of the cervix only. A Wertheim’s 
pelvic dissection was carried out. Ten months later there was a small area 


of recurrence in the vaginal scar which ‘quickly disappeared under treat- 
ment with radium. 


Miss IvENs, commenting on the case of primary carcinoma of the 
Fallopian tube, stated her opinion that the condition was not a very malig- 
nant one. She had had three cases. In the first case she removed the 
diseased Fallopian tube and a nodule from the omentum. Five years later 
the patient had a mass of recurrent growth in the pelvis but lived in 
comparatively good health for several years. It was now two years since 
the second case was operated on and she appeared in good health. The 
third patient came for advice eighteen to twenty years after bilateral 
dermoid cysts of the ovaries had been enucleated during pregnancy, 


Dr. W. W. KinG asked how long the patients suffering from Kruken- 
berg tumours had lived after operation, as, from his experience of three 
cases, the average time was only about three months. 

In reply to Miss Ivens, Professor Blair Bell said that the degree of malig- 
nancy of primary adenocarcinoma of the Fallopian tubes was probably 
the same as that of adenocarcinoma of the body of the uterus: that is to 
say, so long as the disease remains enclosed in the Fallopian tube, 
progress is slow and extension or metastases rare; but once the Fallopian 
tube wall is penetrated and the peritoneal adhesions are formed, extension 
is fairly rapid, just as it is in adenocarcinoma of the corpus uteri in 
similar circumstances. 

In reply to Dr. King, Professor Blair Bell said that, quite obviously, 
since these tumours are secondary to disease elsewhere, removal of the 


tumours alone, without further treatment, must be followed in a few months 
at most by death of the patient. 


DOUBLE VAGINAL CYST ARISING FROM GARTNER’S Duct 


Mrs. Dopsin CRAWFORD reported the case of multipara aged 52, 
suffering discomfort and pain from a swelling in the vulva caused by the 
lower of two vaginal cysts. This was the size of a golf ball and occupied the 
lower part of the right antero- lateral vaginal wall, ending at the vestibule 
about half an inch behind the urethra. The second cyst was above the 
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first, smaller, oval, passing up towards the right fornix. The cysts did 
not appear to communicate with one another. Each was readily shelled 
out from beneath the vaginal mucous membrane, but in the deeper layers 
was attached by dense fibrous tissue. The lining membrane was smooth 
throughout and there was no sign of infection. 

A section showed the cyst to be lined by epithelium, in most parts 
cubical, but here and there a fold in the cyst wall was lined by columnar 
cells, possibly these cells had been protected by the fold from pressure 
and so had undergone no flattening. Outside the epithelium a layer of 
connective tissue was to be seen surrounded by muscle. 

Several cases on record of distension of Gartner’s duct were mentioned, 
in particular, that reported by Amand Routh in 1894, in which a parovarian 
cyst was in communication with a vaginal cyst, which latter opened by 
a very small orifice at the base of the vestibule, about half an inch behind 
and to the right of the urethra, quite distinct form Skene’s tubules. 


PROFESSOR DouGar described a case of 


AN UNUSUAL MALFORMATION AFFECTING THE STRUCTURES OF THE [EFT 
BROAD LIGAMENT. 


The specimen was removed from Mrs. R., aged 45, married 20 years, no 
pregnancies. Menstruation commenced at the age of 13 but was never 
regular. She consulted him because of a blood-stained discharge of twelve 
months’ duration. Two months before he saw her she had a severe attack 
of hemorrhage and when this ceased there followed a sero-sanguineous 
discharge. She complained of no pain whatever. 

On examination he found the uterus enlarged, but its exact size was 
dithcult to make out as she was so stout. The cervix was much thickened, 
very hard and stretched, and there was a good deal of bleeding on examina- 
tion. A diagnosis of endo-cervical carcinoma was made and the patient 
was admitted for a radical operation. 

On opening the abdomen it was found that the uterus contained a 
number of fibroids, including one in the cervical canal, and that there was 
no malignant growth present. 

The main interest of the case, however, does not lie in the uterine 
condition, but in an interesting malformation of the left appendage. It 
was noticed that the left ovary was situated with its inner pole close to 
the internal abdominal ring, and running from it into the inguinal canal 
was a thick muscular cord, about an eighth of an inch of this being visible 
between the ovary and the ring. The ovary was normal in appearance. 
The left Fallopian tube was somewhat small and terminated on the outer 
side of the ovary, more than two inches from the uterus. The fimbriated 
end was fully developed. The kidney and ureter were completely absent 
on this side. Running from the ovary towards the uterus was a fold of 
peritoneum, in the outer part of which could be made out a fibro-muscular 
structure, which tapered to a point and terminated about one inch from 
the uterus. The peritoneal fold joined the uterus about the junction of 
cervix and body. The right ovary and Fallopian tube were apparently 
normal, and were attached to the uterus at a much higher level than the 
peritoneal fold on the opposite side. The uterus was distorted by the 
presence of fibroids, but he thought it could be assumed to be of the uni- 
cornuate type, the left horn being completely absent. The upper part of 
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the left Mulleriian duct formed the Fallopian tube, and there the further 
development of this structure ceased. The Wolffian structures on this 
side are evidently absent. 

The position of the ovary at the internal abdominal ring is interesting, 
as the fibro-muscular cord attaching to it the ring presumably represents. 
both ovarian and round ligaments. 

As the Mullerian duct on this side has not grown inwards to {use with 
its fellow on the opposite side, the gubernaculum has drawn the ovary 
straight downwards to the inguinal ring. 

The malformation is undoubtedly a rare one, and he had only been 
able to find a record of one somewhat similar case. This was published by 
Bonnaire and Durante in 1912. In their specimens the right Fallopian tube 
and ovary were situated in the lumbar region, and connected by a long 
fibro-muscular cord with the right inguinal ring. The.broad ligament on 
the affected side was absent, as also were the kidney and ureter. Growing 
inward from the lower part of the fibro-muscular cord was a_ tapering 
process such as I have described in my own case. (The malformation was 
illustrated by lantern slides). : 

Reference: Bonnaire and Durante. Bull, de la Societe Anatomique, 
1912, 126. 


PROFESSOR DouGar also described 


A CASE OF UNILATERAL DUPLICATION. OF THE URETER WITH ONE ECTOPIC 
OPENING. 


The patient, Miss A. aged 24, consulted him because of deficient control 
over micturition, and he ascertained that the condition had been present 
practically since birth. She was able to pass urine in the ordinary way 
but in addition was wet both night and day. She always wore a diaper 
and used three in twenty-four hours, one during the night and two during 
the day. The leakage was noticeably worse in cold weather. She was a 
well-developed and highly educated young lady, and was acutely conscious 
of her disability. 

On inspecting the vulva carefully he thought that he observed urine 
welling up from the vagina. He therefore decided that the condition was 
more than a mere weakness of the sphincteric control of the bladder, and 
admitted her shortly afterwards to a nursing home for further investigation 
under anesthesia. During this examination he found that the urine 
escaped periodically from a small opening in the vestibule just below the 
urethral opening and « little to the right of the middle line. It was a 
simple matter to cena ite that the urine coming from this opening 
did not pass through the bladder, and it was therefore evident that the 
condition was one of ectopic ureteral opening. Nothing further was done 
at this time, but the state of affairs was fully explained to the patient 
and her parents and he advised that a general surgeon be called in to 
further investigate the urinary tract and decide on the best line of 
treatment. 

Within the last few weeks, his colleague Mr. Wilson Hey has 
examined the patient, and has very kindly given him permission to show 
lantern slides of the radiograms taken of the urinory tract during the 
cystoscopic examination. No operative treatment has been carried out 
as yet, as the parents of the girl are somewhat averse to surgical treatment. 
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Mr. Hey found that there were two ureteral openings normally situated 
in the bladder, and that both were acting normally. In addition there 
was a second ureter on the right side and this oue had an ectopic opening 
on the vestibule. Sodium bromide was injected into the right ureter on 
the left side, but only a small quantity could be passed in and there 
appeared to be some partial obstruction in the upper part. Sodium bromide 
was. also injected into the ectopic opening of the right ureter and passed 
freely up to the kidney pelvis. 

Evidently there are two pelves and two ureters on the right side, and 
one of these ureters has an ectopic opening from the vestibule. The lower 
part.of the ectopic ureter is sacculated as is well seen in the radiogram. 
' This abnormality is obviously important clinically, but is also interesting 
from the embryological point of view, as the ectopic ureteral opening in 
this case is situated at the point where Gartner’s duct is usually supposed 
to terminate. 

There is not time to-day, he iid, to go more fully into the case, 
and would refer those who are interested in the subject to an exhaustive 
paper by Kilbane, published in Surgery, Gynecology and Obstetrics, 
vol. 42, 1926. This author reviews .a hundred cases occurring in both 
sexes, including two cases met with in his own practice, and discusses 
the question of treatment very fully. 


PROFESSOR BLAIR BELL, discussing Professor —— case of uterus 
unicornis, called attention to the fact that true uterus unicornis is very 
rare. Most of the cases so described have been, in reality, cases of uterus 
bicornis in which one horn has been very simall and has joined the better 
formed cornu just above the cervix. He, himself, had seen only one case, 
and the specimen which he had removed is in the Museum of the Depart- 
ment of Obstetrics and Gynecology in Liverpool University. 

Two other points of interest were demonstrated in Professor Dougal’s 
specimen : first, the ovarian ligament.on the side on which the uterine 
horn was not developed runs straight to the inguinal ring, indicating 

_ the truth of views emphasized by Professor Blair Bell many years ago, 
that the round ligament and the ovarian ligament are one structure, and 
together represent the gubernaculum; the second point of interest was 
that, although the Fallopian tube as a whole was not formed, the fimbriated 
extremity was present-—-a matter of common observation in many cases of 
malformation of the parts, and one which bears out Keith’s contention of 
the origin of the fimbriated extremity from the pronephros. 


‘PROFESSOR GLYNN read a note on: 


IDIOPATHIC DILATATION OF THE BLADDER. 


in a woman aged 48; trabecule were well developed: and a small sacculus 
was present. There was also a moderate amount of bilateral hydro- 
nephrosis. The uterus was normal. He had made post-mortems on. two 
similar cases in men. He wondered how far such a condition might be 
produced by habit. On the other hand, he pointed out that idiopathic 
hypertrophy of the bladder with hydronephrosis was described in 
children. He himself had seen two cases post-mortem, both males aged 
12 and 16 respectively. 
In the discussion which followed 


Dr. J. E. Gemnet said he had seen two cases which apparently were of 
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this nature. The first was a girl of 17 years of age in an asylum who was 
thought to have an ovarian tumour accompanied by a rise of temperature. 
Under an anesthetic a considerable quantity of residual urine was drawn 
off by catheter; the aldomen was opened and the appendix only was 
removed, the bladder being found much enlarged and hypertrophied. He 
suggested that the cystitis should be energetically treated as it might be 
that the toxeemia resulting therefrom was the cause of the mental symptoms. 
This was done and the patient left the asylum six weeks later and there 
was no return of her trouble. 

The second was a girl of 25 years, employed in a haberdashery shop, 
who found it very difficult to get away to pass water and so had developed 
the habit of holding it all day. She was brought to him also for an ovarian 
tumour but this was proved to be a distended bladder and treatment for 
cystitis removed all her symptoms. 


Dr. W. W. KING said he had seen two cases which he was certain were 
due to a “habit.’”? The first was a girl enployed as a pianist at a cinema 
who could not relieve herself for long periods at a time. She certainly 
had had gonorrhcea but there was no obstruction to the outflow of urine. 
The second was in a healthy widow who became addicted to alcohol to 
such an extent that she was unconscious for long periods at a time. She 
had a tumour reaching to the umbilicus which proved to be bladder. Here, 
again, there was no obstruction to the urinary outflow. 


PROFESSOR GLYNN, in reply, stressed the case of a policeman who was 
on point duty for long hours, in support of the ‘‘habit’”’ cause. 


Dr. HUNTER read a paper on: 


SOME OBSERVATIONS ON EXPERIMENTAL ENDOMETRIAL GRAFTS. 


He pointed out that although a considerable amount of work had been 
done all workers appeared to be satisfied when they had demonstrated 
the possibility of heterotopic endometrial growth. No one had as yet 
reproduced in animals a condition comparable to thit of tarry ovarian 
cysts in women. This work was carried out on forty rabbits and the 
transplants were mostly autogetious, but a few were heterogenous. 

The general reaction obtained was the growth of a multilocular cyst 
lined by columnar epithelium which was non-infiltrating and with stromal 
proliferation in the papillary buds only. From rabbits killed on the third 
and tenth days respectively after grafting, two methods of cyst formation 
were found. The epithelium dips down into the graft to form a cyst, or 
it covers the graft and lines the under surface of the layer of fibrin which 
seals in the graft. It was also noticeable, in these experiments, that whilst 
the columnar epithelium is scanty in the depth of the graft, it always 
‘overs the outer surface and grows along the lines of tissue junction. The 
stroma in the early stages is engorged. 

In order to test the effect of vascularity of the site of grafting, some 
were placed in the liver and some in an avascular part of the abdominal 
wall in the same rabbit. The former showed considerable proliferation of 
endometrium with preservation of the racemose gland arrangement but 
surrounded by a definite capsule, whilst the latter showed a scanty growth 
of epithelium of a low activity. Even after 290 days a very active growth 
was found in the liver, whereas it was not so exuberant in the ovary. In 
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another animal, after 388 days, the general reaction was obvious ; and after 
760 days, very small cystadenomata were found in atrophic ovaries. 

As a test of the influence of ovarian hormone, grafts were made into 
the ovaries and both the ovaries, containing corpora lutea, from another 
animal were transplanted into the abdominal wall. Fifty-four days later 
very large cystadenomata were found with adhesions to many adjacent 
organs and microscopically these showed large thin-walled cysts without 
invasion of surrounding structures. This result could only be obtained when 
the grafted ovaries from another animal contained corpora lutea. In an 
experiment in which the grafts were placed in the abdominal cavity of a 
male rabbit it was found, 30 days later, that there was no trace of the 
columnar epithelium but the gland spaces remained. 

An attempt to confirm the “‘serosal’”’ theory by the implantation of pieces 
of peritoneum and subperitoneal tissue produced a negative result, although 
there was no active growth of the mesothelial tissues. 

In one case in which grafts were placed in the ovary and the ovary then 
transplanted into the abdominal wall, definite endometriosis with invasion 
was produced. 

Dr. Hunter concluded from this series of observations that fragments 
of endometrium, when grafted into any organ, can grow. He considered 
that the factors which control growth of the stroma and endometrium are 
not the same, and that there-is a selective action of the hormone of the 
corpus luteum controlling endometrial growth, more especially its 
epithelial portion. 

The experiments show that whereas implanted endometrium can 
continue to grow for an almost unlimited time, it does not, under normal 
circumstances, become invasive. In the one instance in which there was 
an abnormal factor present, (transplantation of the ovary which was the 
site of the graft) the typical picture of endometriosis was obtained. This 
rather inclines one to the view that for the production of the human picture, 
one factor, either the endometrium or the invaded tissue must be abnormal. 

Dr. Hunter expressed his indebtedness to Professor Raper and the Staff 
of the Physiology Department, Victoria University, Manchester, for the 
facilities extended to him for the experimental work. 

Dr. S. B. Herp asked whether the time in the cestral cycle, at which 
the endometrium was taken for grafting, made any difference to its capacity 
for growth. 

PROFESSOR BLAIR: BELL regretted that, owing to the late hour, it was 
not possible to discuss Dr. Hunter’s paper. He would, however, like to 
express his opinion of the great value of such excellent research work in 
general, and in particular of the splendid paper and illustrations brought 
forward by Dr. Hunter. He felt sure that Dr. Hunter’s investigations 
would advance our knowledge of an interesting subject. 

Professor Blair Bell passed round a speciinen—one of several obtained in 
his own laboratory—showing that it is possible, experimentally, to secure 
not only an endometrial tumour by implantation, but also, during preg- 
nancy at any rate, to produce a “shower” of glandular implants almost 
entirely over the whole peritoneal surface of the abdominal cavity. 

THE PRESIDENT (Prof. Fletcher Shaw) congratulated Dr. Hunter on his 
work and stressed the importance of comparing results obtained by experi- 
mental methods of this kind with clinical experience. 
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Dr. Hunter, in reply, stated that in his experience the time in the 
cestral cycle at which material was obtained for grafting made no difference 
to its capacity for growth. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynecological 
Society was held at Sheffield on May 27th, with Dr. CARLTON OLDFIELD in 
the Chair. 


Miss IvENS (Liverpool) read a paper on 


LATENT SEPSIS AS A FACTOR IN THE ETIOLOGY OF THE TOXA‘MIAS 
OF PREGNANCY, 
which will appear in a later number of the Journal. 
In the discussion on this paper, Dr. CARLTON OLDFIELD (Leeds), said 
that urinary infections were very commonly associated with albuminuria. 
He said that there was a danger sometimes of assuming when organisms 
were present, that they were the cause, when in reality they were the 
result of a certain pathological condition. He still was of the opinion 
that hyperemesis gravidarum was not due to a toxemia. 


Mr. A. GouGuH (Leeds) said that it was not sufficiently realised by 
practitioners how often the genito-urinary tract is infected. In 100 
gynzecological cases examined bacteriologically by him, in 70 cultures of 
bacteria were grown of which 10 were growths of B. Coli. He explained 
the preponderance of B. Coli infection by the facts that the B. Coli was 
a mobile organism capable of swimming up stream, and of rapid pro- 
liferation. 


Mr. Stacky (Sheffield) said that at the Jessop Hospital, Sheffield, they 
had been struck with the number of cases of morbidity during the puer- 
perium in patients with albuminuria during pregnancy and labour. 


Dr. HERD (Liverpool) asked if there was any definite association in 
Miss Iven’s cases between sepsis during pregnancy and morbidity during 
labour and the puerperium. 

In reply, Miss Ivens said that she had instituted a bacteriological 
investigation in her cases of toxsemias of pregnancy because the bio- 
chemical investigations had not yielded any clues as to their causation, 
and she had been impressed by the findings. 

In addition, she had noticed that cases of latent sepsis did not do so 
well in the puerperium as normal cases. 

Mr. J. Eric Stacky (Sheffield) showed calculi removed from a case of 
complete procidentia. The patient was a 4-gravida agea 41, who had had 
falling of the womb for four years. The uterus had been outside the vulva 
for a year in spite of wearing a ring pessary. The only urinary complaint 
was occastonal scalding micturition and frequency. The urine was 
alkaline and contained pus and coliform bacilli. On examination, the 
largest stone could be felt in the cystocele and the rest in the main body 
of the bladder. The ten stones shown were removed by an anterior vaginal 
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wall incision and cystotomy. After treating the cystitis and ensuring 
closure of the vesical wound, three weeks later the uterus was removed 
by the vaginal route with anterior and posterior colporrhaphy. The 
stones weighed 9} 0z. were laminated, and consisted chemically of sodium 
carbonate, ammonium urate, and a trifle of ammonium magnesium phos- 
phate. They were X-rayed to eliminate the presence of a foreign body as 
a nucleus. 


Dr. CARLTON OLDFIELD (Leeds) said that in his experience stones in the 
bladder were exceedingly rare. He asked if the urine was ammoniacal. 


Mr. A. GouGn (Leeds) referred to a case of vesical calculus which he 
had reported to the Society some years previously. This was a single 
stone weighing 12} oz. which he had removed by supra-pubic cystotomy, 
the wound of which was very slow in closing. 

Miss IveNs (Liverpool) recalled a severe case of procidentia with 
vesical calculi which had caused a vesico-vaginal fistula, through which 
they had been discharged from the bladder. 


Dr. BRIDE (Manchester) had removed a small stone from the bladder 
by lithotrity, and had assisted Prof. Fletcher Shaw to remove one by 
vaginal cystotomy. 


Dr. Pairs (Bradford) had seen two cases with small calculi enclosed 
in a diverticulum from the urethra from which they had been excised. 
In reply, Mr. Stacey said that the urine was ammoniacal when he first 
saw the patient. He said the vaginal route for removal was much the 
best, as healing of supra-pubic incisions was very slow. 

Dr. Herp (Liverpool) read notes of a case of 


PREGNANCY COMPLICATED BY A NECROBIOTIC FIBROMYOMA AND LATER 
BY ACCIDENTAL H4:MORRHAGE. 


The patient, a primigravida, was first examined at a period of 12 weeks 
gestation, and a soft non-tender swelling was noticed high up on the 
right side of the uterus. This was diagnosed as a subserous fibroid. 
At 17 week’s gestation, patient had acute dysuria and feeling of great 
pressure in vagina and region of the symphysis pubis. On examination 
the uterus was felt to be displaced by a hard tender mass fixed in the 
right side of the pelvis. Diagnosis of degeneration of the fibroid was 
made. As it was impossible to move the tumour under anesthesia, the 
abdomen was opened, and a degenerated fibroid was removed from the 
uterine wall just above the right utero-sacral ligament, with some diffi- 
culty, and not without a great deal of manipulation of the body of the 
uterus. No other fibroids were present. 

The patient was kept under the influence of morphine for a few days 
to diminish the chances of abortion, which treatment succeeded. On the 
fifth day there was thrombosis in the right leg which was believed to be 
due to lack of exercises ordered. Patient was quite well until 32 week’s 
gestation. She then commenced with a vielent headache, on the next 
day the perception of foetal movements ceased, and she had slight 
cedema. Two days later there was marked cedema and ‘albumin, 16 grams 
per litre in the urine. The feetal heart sounds were heard. Two days 
later there was sudden onset of pain and yaginal hemorrhage. Morphine 
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was administered. Three days later a slightly macerated foetus was 
delivered. The puerperium was normal. The special points in this case 
were the persistence of the pregnancy after marked manipulation of the 
uterus ; the supervention of toxemia followed by accidental haemorrhage, 
and the fact that the foetal heart was heard for three days after the per- 
ception of moveinents had been lost. 


Dr. CARLTON OLDFIELD (Leeds) said that he did not think that the lack 
of exercise should be blamed for the thrombosis. He suggested that the 
necrobiosis in the fibroid had caused toxeemia in the first place, causing 
a retro-placental clot which caused placental changes which later gave 
rise to albuminuria and accidental heemorrhage. 


Dr. Crort (Leeds) said that it was surprising the amount of manipu- 
jation a pregnant uterus would stand without aborting, and recalled a 
similar case of myomectomy. 


Mr. Stacky asked what would have happened if operation had not been 
performed. He had seen a case of pregnancy with a large fibroid in the 
fundus, which had symptoms at seven months’ gestation. It was treated 
expectantly and settled down. The patient had a placenta preevia, and 
the child was stillborn. On the ninth day of the puerperium symptoms 
again arose, and myomectomy was successfully performed. 


Miss IvENS (Liverpool) recalled a case which three weeks before term, 
induction was attempted by bougie for a contracted pelvis. Introduction 
of a bougie produced severe bleeding and it was withdrawn. At term, 
Caesarean section was performed, and a large retro-placental clot was 
found. There had been no albuminuria in the meantime. 


Mr. W. GouGuH (Leeds) related a case where a fibroid, the size of a 
hazel nut, gave rise to such severe pain during pregnancy that operative 
treatment had to be undertaken. Myomectomy cured the condition. 

In reply, Dr. Herd said that there was an interval of 14 weeks between 
the operation of myomectomy, and the onset of the albuminuria, and he 
submitted that this was too long for the latter to be due either to the 
necrobiosis, or to retro-placental clot caused by the uterine manipulation. 
He said that in this case the position of the degenerated fibroid would 
have obstructed labour even at the early period of 18 weeks’ gestation, 
aud so operation was essential. 


Mr. A. GouGu (Leeds) described a case of ‘Pelvic Myxoma.” The 
patient, aged 35, was a multipara. She had noticed a swelling in the left 
gluteal region at least 12 years previously, and others had later formed in 
the abdomen, perineum and vulva. Four operations had been performed 
between 1915 and 1924, during one of which the large gut had been 
damaged, necessitating a colostomy which only closed several months 
later. Menstruation was normal, and the functions of the bladder and 
rectum were unimpaired. 

There was a mass filling the left lower quadrant of the abdomen, the 
overlying skin of which showed the scars of previous operations. The 
tumour could be traced over the pubis to the left labium majus where 
it formed a huge pedunculated mass hanging down nearly as far as the 
knees. The circumference of the upper part was 15} inches, of the lower 
end 22 inches and the total length from the pubis 11 inches. The skin 
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over it was thinned and purplish in colour, The tumour could be traced 
backwards into the left buttock where there was a mass the size of an 
adult head. The tumour was painless, and felt spongy and elastic with 
some coarse lobulation. 

Vaginal examination was unsatisfactory, but the left side of the pelvis 
was felt to be full of growth, continuous with the superficial masses and 
displacing the vagina and rectum to the right. Complete removal was 
impossible. At the first operation, the pendulous portion was removed 
at its origin at the level of the pubis, and weighed 5 Ib. 1) oz. Four 
months later the gluteal mass was removed. Cystic spaces were noted 
in both masses. 

Microscopical examination showed the typical structure of a myxoma. 
The cystic spaces were bounded by a layer of condensed stroma, no epithe- 
lial lining being demonstrable. 


Dr. CARLTON OLDFIELD said that it was very difficult to deal with these 
cases. He had operated on one case several tities. 


He suggested deep 
X-ray therapy. 


Mr. GouGH in reply, said that he had discussed X-ray therapy with a 
radiologist who expressed the opinion that it was useless in these cases. 

Mr. GouGH also described a case of ‘A large solid ovarian tumour with 
twisted pedicle.’’ (See page 530). 

Dr. OLDFIELD said he was interested in the anzemia. In cases of fibroids 
of the uterus, he believed that there was some other cause for the 
anemia than simple loss of blood. He had operated on many anzeimic 


cases of fibroid, but had never thought it necessary to transfuse them 
before operation. 


Dr. Crort believed that long continued bleedings produce a more 
permanent and dangerous anemia than single large haemorrhages. 
In reply, Mr. GouGHu said that he believed that in some of these very 


pale women, transfusion with blood was a very useful method of pre- 
operative treatinent. 


EDINBURGH OBSTETRICAL SOCIETY. 


A Meeting of the above Society was held on June 28th, with Professor 
JOHNSTONE, the President, in the Chair. 


Professor JAMES HENDRY (Glasgow) read a paper on 
SPONTANEOUS RUPTURE OF THE UTERUS BEFORE OR DURING [,ABOUR. 


He began by quoting in detail four cases of spontaneous rupture which 
had recently come under his care in Glasgow. He then discussed the 
etiology of the condition by studying the records of 54 other cases of spon- 
taneous rupture which he had extracted from the literature since 1st 
January, 1926. In these cases it was impossible to ascribe rupture to one 
cause only. In 21 cases it had followed a previous Ccesarean section and 
in two of these the lower uterine segment incision had been used, 16 of 
the ruptures having occurred during pregnancy and seven only during 
labour. It would seem from the statistics that induction of labour after 
a previous Ceesarean section was liable to cause rupture. In one of Prof. 
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Hendry’s cases rupture had occurred through the whole length of a previous 
Ceesarean section scar. In ten other cases rupture had followed some 
previous intra-uterine manipulation, such as manual removal of the 
placenta at a previous confinement, etc. No case of rupture following 
myomectomy was noted in the series. 

In one of Professor Hendry’s cases rupture was associated with a deep 
tear of the cervix, which had occurred at a previous labour. In. four 
cases pituitary extract was regarded as a causal factor, though many French 
and Spanish obstetricians report no cases of rupture following the use of 
pituitary. In five cases prolonged labour, due to various abnormalities, 
was given as a cause of rupture. In two of Professor Hendry’s cases the 
presentation was a brow in one and a occipito-posterior in the other, which 
he considered etiological factors in the rupture. 

In none of Professor Hendry’s cases did the usual classical symptoms of 
rupture take place, and in one case there were practically no symptoms 
the rupture being diagnosed by the distinct feeling of the fcetus 
and the inability to produce any response of contraction of the uterine 

yall over the fcetus. To this type Professor Hendry’ ascribed the 
name of ‘‘silent rupture” and the diagnosis is extremely difficult. 

With regard to diagnosis, Professor Hendry laid special stress on the 
easy palpation of the foetal parts and the inability to get the uterus to 
contract over them by gentle massage. Another important sign is the 
recession of the presenting part from its position in the pelvic brim, 
which occurred in two of Professor Hendry’s cases: the amount of blood 
lost, either intra-abdominally or externally, was very little in each of his 
cases, the largest amount being not more than six or eight ounces. All 
Professor Hendry’s cases were treated in the same way by: supravaginal 
hysterectomy and the results in all were satisfactory. 


Dr. H. S. Davipson read a paper on 
THERAPEUTIC ABORTION WITH SPECIAL METHODS OF INDUCTION. 

He stated that this subject had been discussed many times in the last 
few years but he did not apologise for bringing it up again as therapeutic 
abortion was definitely indicated. in certain cases with which he would 
deal, but his chief object was to discuss the method of induction which 
should be used. The cases from which he obtained his results were cases 
that had had abortion induced either at the Royal Maternity Hospital, 
Kdinburgh, or in private practice since 1923. 

The first reason for induction which he discussed was hyperemesis 
gravidarum. He considered that induction in these cases should be carried 
out if the pulse-rate was consistently over 100 for 48 hours, and it was 
shown from his own results, compared with those of the Hospital, that 
the earher the induction was carried out after the 48 hours was over, 
the better it was for the patient, there being no mortality in any of Dr. 
Davidson’s own cases. He also laid stress on the importance of jaundice 
as a bad prognostic sign, but he considered the state of the myocardium 
was much more important than the state of the liver with regard to 
mortality. He then discussed heart disease and phthisis in pregnancy, 
and stated that in some of these cases abortion had to be induced. Albumin- 
uria, sleepy sickness and mental conditions were also discussed fairly 
fully with regard to induction of abortion. 
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As regards the methods employed, Dr. Davidson divided them into slow 
and rapid methods. In the slow methods, dilatation and packing of the 
uterus with gauze, either with or without destroying the ovum, was 
considered the simplest method—one might expect the abortion to take 
place from three to five days after the operation. This method was con- 
sidered eminently suitable in cases where no haste was required. 
Induction by tents was then discussed and was considered a useful method 
when the uterus had to be cleared out within 48 hours at the most. 
With regard to rapid methods, vaginal hysterotomy was considered 
suitable only in multiparous patients. Dr. Davidson drew special 
attention to the question of abdominal hysterotomy which he had 
performed in several cases with excellent results. The operation was 
easy, and the amount of shock less than in the vaginal hysterotomy ; it 
is also the operation of election when sterilization has to be carried out 
at the same time, and it would seem a very useful method in cases of 
hydatidiform mole when the uterus can be cleared out under direct super- 
vision and not by touch. He stated that the life of the mother was much 
more important than the life of the child, especially as it was impossible 
to tell, according to the statistics of our jails and asylums, whether the 
child instead of being a J. Y. Simpson or a Lister might just as likely be 
a Crippen or a Charles Peace. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physiciins on Friday, 
May 6th, 1927, the President, Dr. D. G. Mapi, in the Chair. 


Dr. J. S. QUIN read notes on a case of 
INTRA-UTERINE DEATH DIAGNOSED BY X-Rays, 
and showed X-Ray films. 


The PRESIDENT said that X-rays provided a novel method of proving the 
death of the foetus. He personally had had no experience of the method. 
For some cases in which the foetus was dead, the first were those cases in 
which it was possible to say so from the clinical symptoms, in others, the 
vast majority, there was a great deal of doubt. X-rays would be very 
helpful in these latter, but he felt that they would have to be used within 
limits. The patient would have to live within reach of a radiologist, and 
so they would not be practicable for patients living in the country, and 
also, X-rays were expensive and all patients would not be able to «ttord 
them. He asked what length of exposure had been given in Dr. Quin’s 
case, and if he (Dr. Quin) would be prepared to employ X-rays as a 
routine method in all doubtful cases, or if he would advise X-rays even 
as an adjunct in all doubtful cases. 


Dr. GIBBON FItTZG1pBoNn said that Dr. Quin’s case was just the sort of 
case in which X-rays would be very helpful. He thought that cases in 
which X-rays would be applicable would be rare, but undoubtedly such 
cases did occur. 


Dr. G. Trerney congratulated Dr. Quin on thinking of the idea of 
applying X-1ays in this particular type of case. It was not long since 
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it had become possible to get an X-ray photograph of the foetus in utero, 
and the fact that this could now be done, and that the over-lapping of the 
bones could also be seen, was a great advance in radiology 


Dr. QuIN, in réplying, said that when the patient had come up to town, 
a period of three and a half weeks had elapsed. from the day on which 
she had ceased to feel the foetal movements and the day on which he had 
seen her. On examination the breasts were quite free and tense, and 
there were no retrogressive changes, and the fundus seemed to be about 
an inch or an inch and a half above the umbilicus. He was anxious to 
get the diagnosis cleared up as soon as possible, and thought of X-rays. 
In the first photograph the head was lying against the sacrum, and the 
bone changes were not as distinct as in the photographs which he had 
shown. A bandage was then put across the uterus, and the films were 
much better. The exposure had lasted for a quarter of a second. He 
personally would use X-rays in these cases, and thought that any time 
within ten days of the foetal death, the cranial bones would be especially 
distinct in the photograph, and should give a good picture. 

Dr. FITzGIRBon read the 


ROTUNDA LYING-IN Hospital CLINICAL REPORT FOR THE YEAR 1925-1926. 


The PRESIDENT congratulated Dr. Fitzgibbon on the best report which 
he had presented to the Obstetrical Section, and said that he had recently 
had occasion to examine the Rotunda Hospital Reports for the last twenty- 
five years, and that this report compared favourably with any of them. 

Referring to breech presentations, he said that in the previous year’s 
report, Dr. Fitzgibbon had stated that there had been a reduction in the 
number, of breech cases reported, and that he thought this was due 
to the practice of doing external version in the extern clinic Had 
it been given up, and if so, why ? Regarding forceps delivery, he said 
that he questioned the wisdom of teaching this practice to students and 
nurses. He thought that it was not without its dangers in private practice, 
and that nurses and students should be taught to rely more on natural 
delivery than on forceps delivery. He wondered why Dr. Fitzgibbon had 
not practised incision of the cervix. He personally had done this several 
times recently, and had never seen any ill effects from it. 

He thought that Dr. Fitzgibbon was to be congratulated on the few 
fatal cases of accidental heemorrhage which had occurred. He quite agreed 
with Dr. Fitzgibbon that in contracted pelvis it was quite irrational to 
attempt to draw conclusions from internal measurements alone. From 
the statistical point of view, the one black spot in the report was the 
result in cases of eclampsia. There had been more cases this year than 
in the previous year. He asked what the routine treatment was, and if Dr. 
Fitzgibbon had come back at all to the idea of giving morphine. Regarding 
pulmonary embolus, he said that he personally had only seen one case, 
and that had been while he was in the Rotunda Hospital, and the patient 
had died. At post-inortem examination a big embolus was found. He 
thought the fact that there had been no cases of hyperemesis was nearly 
unprecedented, and spoke volumes for the prophylactic treatment that 
had been adopted in the Rotunda Hospital. He could not find any other 
year without a single case of hyperemesis. The morbidity results were 
very good, in fact, they were exactly the same as in the previous year. 
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Dr. L. Cassrpy said that the first thing that struck him about the 
report was the detail in the description of the cases. He thought that 
this was most excellent, as it gave one an idea of the methods of treatment 
adopted in the Rotunda Hospital, and the reasons for this adoption. 
Regarding cases of sepsis, he was glad to see that no intra-uterine treat- 
ment was allowed. With this he personally quite agreed. Intra-uterine 
treatment in cases of sepsis had, in his experience, always done harm. 
He agreed with the President in saying that the one black spot in the 
Report was the total of the cases of eclampsia. He thought, however, that 
one case was included under this heading which should not have been, 
as, on admission, the case had been moribund, and he felt that the Hospital 
should not be held responsible for it. He was struck by the plea 
which Dr. Fitzgibbon had made in the Report for version in cases of face 
delivery. He thought that most doctors thought that it was better to 
leave these cases alone. Dr. Fitzgibbon’s results, however, had been 
very successful. It seemed to him a curious thing that in some cases 
version had to be done after labour had been induced. In cases of ineffective 
uterine action he had found, in his experience, that morphia was harmful, 
and he would be very averse to the giving of it, and as a routine measure 
he would try what the affects of small doses of pituitrin or small doses of 
chlorodyne would do. 

The results of the treatment of cases of accidental haemorrhage were very 
good indeed. He quite agreed with Dr. Fitzgibbon in saying that an 
anesthetic should be given before the placenta was expressed, and he 
thought that the importance of this fact could not be too strongly insisted 
on. The results obtained in treating cases of eclampsia were also very good. 

Dr. BETHEL SOLOMONS commented on the fact that the morbidity-rate 
was estimated on a bi-daily chart, which was the correct method, not on 
a four-hourly chart, as was suggested by a speaker at the discussion on 
the report of last year : it was interesting to note that, in spite of operative 
deliveries, there were only two morbid cases in November 1925. Sedatives 
in protracted labour were very useful, but it was necessary to take great 
care after the membranes had been ruptured: if morphine was adminis- 
tered within a few hours of the termination of labour, stillbirth was most 
likely. The obstetrician must try to compute how soon delivery would 
be accomplished before injecting the drug. He did not agree with the 
method of inducing labour by means of rupture of the membrane, except 
under very unusual circumstances. It was suggested that ‘‘some of the 
liquor amnii should be allowed to escape,’’ but very often all escaped, 
and the normal mechanism of labour was interfered with. One death in 
nineteen cases of accidental haemorrhage was an excellent result and 
reflected great credit on the Master and his Assistants: even that death 
night possibly have been averted had saline been commenced earlier. 
If submammary and intravenous saline were more used as a prophylactic, 
their use as a curative would be less needed. Rupture of the uterus would 
be cured by plugging the rent if a diagnosis were made as to the 
possibility of a spouting vessel when this treatment is not indicated : 
he enquired if free blood were present in the abdominal cavity in the 
case which died. 

The mortality from eclampsia was large, but it was impossible to 
compare statistics nowadays with those of the past. He believed that 
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eclampsia should not be divided into ‘two classes, one with fits and the 
other without. They are exactly the same disease, as shown by the post- 
mortem changes, and the only reason for separating them was in order 
to compare the “fit”? cases with those in past reports. Antenatal clinics 
are responsible for the prevention of an enormous number of albumin- 
urics or pre-eclamptics from becoming eclamptics. Was the peritoneal 
fluid examined in the case which died of duodenal obstruction? It would 
be interesting to hear the result of a culture. In spite of the post-mortem 
finding, he could not agree that pulmonary embolus was not responsible 
for death in the case reported as ‘“‘sudden death.’? With a history of pain 
in the leg on the third day, fainting, some cyanosis, restlessness, pulmonary 
distress'on the eighth day, it seemed impossible to exclude this as a 
cause of death in the absence of any other finding at post-mortem examina- 
tion. He agreed with Dr. Fitzgibbon that silver nitrate was the only safe 
prophylactic for ophthalmia neonatorum. 


Dr. J. S. Qurtn, referring to cases of face presentation, said that he 
was glad to find Dr. Fitzgibbon was still. preaching the very sound gospel 
of early interference in these cases. He asked if Dr. Fitzgibbon himself 
usually applied forceps to the after-coming head, and said that in-99 cases 
out of 100 he personally considered that doing so was a confession -of 
inability to deliver a breech; and, he questioned the wisdom of teaching 
the application of forceps to students and nurses. Amongst the cases of 
accidental heemorrhage, he noticed that morphia had been given to one 
patient only. He thought that what most of these cases required was 
a large dose of morphia, with warmth and saline. 


Dr. FitzG1pnon, in replying, said that external version had been done 
in breech cases, but-not to as great an extent as in former years. This 
year there had been more cases treated. in the Hospital, thus reducing 
the extern treatment of them. Regarding the application of forceps, he 
said’ that he did not think there was any disadvantage in the application 
of forceps. It was the use of forceps when not indicated, and their 
application too early, that did harm. He had done incision of the cervix 
once or twice. Regarding repair of the cervix, he said that the cervix 
should never be repaired post-partum unless there was bleeding. In these’ 
cases, laparotomy should be one. In cases of .eclampsia he carried 
out the usual treatment, except that he did not give morphia. In these 
cases the results seemed bad, but he thought that this was a condition in’ 
which it was necessary to take the individual case, and not to judge by 
the results of a number of cases. He thought that the reduction ‘in 
morbidity was one of the most wonderful conversions that had occurred 
during his time at the Rotunda Hospital. : 

Face presentations, in fact, were very rare, and the number of these 
cases in which he had interfered, had been very small. In_ protracted 
labour he believed in giving morphia. He had tried giving pituitrin and 
chlorodyne, but without good results. He gave morphia in full doses, end 
had never found any ill effects following its administration. Regarding 
induction by rupture of the membranes, he said that he had never found 
it necessary to dilate the cervix in any case, in order to get at the 
membranes. The cases in which he had done Cvresarean ‘section after 
induction of labour were both primigravidee, one at term. He never 


: 

= 

a 


Reports of Societies gil 


did this unless he got the patient into labour and thought that Czesarean 
section was done far too often at present, and that numbers of patients, 
if they were allowed to continue in labour, would carry on all right with it. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Foyal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on Friday : 
May 27th, 1927, the President, Dr. D. G. Map, in the Chair 


Dr. Casstpy read 


THE CoomBE LYING-IN Hospitar, CLINICAL REPORT, 1926. 


The PRESIDENT, in congratulating the Master of the Coombe Hospital 
on his excellent report, said that he noticed that out or thirteen deaths five 
were from puerperal septicaemia. Four of these he was certain were 
unavoidable, but he thought that perhaps the other might have been 
avoided. He asked Dr. Cassidy what measures, if any, were adopted in 
the Hospital when a case of profound streptococcal septicaemia was 
admitted, or if he thought that any measures were feasible in these cases 
and if he had found injections of N.A.B. of value, and if he had tried 
or had any belief in autogenous vaccines. About twenty-five years ago, 
when he had been in the Rotunda Hospital, it was thought that autogenous 
vaccines did a great deal of good. Referring to face presentations, he said 
he thought it was worth noting that there had been five face presentations 
at term, with three living children born naturally. Dr. Tweedy had always 
taught that these cases should be left alone, unless the doctor. could satisfy 
himself ‘that the case was one of suspected contracted pelvis. Referring to 
measuring the conjugate, he asked if this was done internally or were 
the measures indirect. He was himself a strong advocate of internal pelvi- 
metry in cases of contracted pelvi is, of which he noted that there had been 
twelve during the year. Regarding vaginal Cesarean section, he. said 
that he thought very few cases would come under the category mentioned 
by Dr. Cassidy. He thought that most cases occurred much nearer term, 
and that plugging should be done. In cases of concealed accidental hzemor- 
rhage, he asked how much quinine and pituitrin was given, if the patient 
was not in labour. Regarding eclampsia, he thought that the fact that 
there were five cases of this and no maternal death, was a good argument 
in favour of the treatment adopted by Dr. Cassidy, namely, the giving of 
morphine. He was not sure that the departure from the giving of morphine 
in the Rotunda, Hospital had been attended by very good results. He 
was glad to see that the urgent necessity for ante- natal treatment was 
laid stress on in the report. Ideas on the ante-natal treatment of patients 
had undergone a great change in the last two years, and he personally 
was of opinion that the lives of many children might be saved, if more 
attention was paid to this subject. Referring to the gynecologier! portion 
of the report, he mentioned a case in which laparotomy. and complete 
hysterectomy had been done, and a mass had been found in the pelvis 
and the patient had been comatose. He asked what the mass was thet 
was found and if there was any reason for the patient being comatose. 
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Sir Windia SMYLy, in congratulating the Master of the Coombe 
Hospital on his excellent Report, said that it was the most detailed obstet- 
rical report that he had ever come across, and if one encountered any 
difficulties, it was only necessary to read the details of the case for them 
to be made clear. There were several novelties in the report which were 
important and attractive. One was the great detail in which the cases 
of foetal mortality had been gone into. He thought that this most 
important subject had formerly been dealt with in reports in an unsatis- 
factory and superficial way. Another point was the stress which Dr. 
Cassidy had laid upon the great importance of an ante-natal department. 

Formerly it had been thought that it was the obstetrician’s part simply 
to attend the woman in labour and for nine days later, and that all thc 
ills which occurred in pregnancy should be dealt with by the woman’s 
physician. He thought that the setting up of ante-natal departments was 
one of the greatest advances in obstetrics in recent years. Referring to 
face presentations, he said that there was no mention in the report oi 
Schatz’s method for face presentation. He wondered if this method had 
been tried in the hospital, and if so, if it had been found good; and if 
it had not been tried, what was the reason fer not trying it. For turning 
a breech into a head, he personally had great faith in external version. 
This was quite easy to do if it was done about a month before term, 
but if one waited until term it would probably be difficult or impos- 
sible to do, or it would be necessary to use chloroform or ether. In 
breech presentations, he thought that .n important thing to remember 
was external version, and this had not been mentioned in the report. He 
agre with Dr. Cassidy’s practice of leaving cases of face presentation 
alone. He had only met with‘one case of persistent chin posterior and in 
that case he had had to perforate. In cases of persistent occipito-posterior 
he thought that it was of considerable importance to bring the occiput 
to the front, before putting on forceps, as it saved the patient from 
laceration, and also gave the child a better chance. 

He was glad to notice that Dr. Cassidy went in for measuring the pelvis. 
He thought the pelvis should be measured at the beginning, and the 
course to be pursued should then be decided on. He did not think that 
in tedious labours the length of time that the membranes had ruptured 
was of much importance. He noticed that the number of cases of placenta 
preevia sent into Hospital was increasing, and this, he thought, was just 
as it should be. He thought that pregnancy should be terminated as 
soon as the diagnosis of placenta praevia was nade, and that the woman 
should not run the risk of further heemorrhages; 1s in some of the cases 
reported where treatment was postponed for some days, violent heemor- 
rhage occurred. He agreed with Dr. Cassidy’s treatment of the cases 
of accidental heemorrhage, but he still thought that some cases should 
be plugged, and that some of them should be treated by Cresarean section. 
During the War, in Dr. Jellett’s absence, when he, Dr. Tweedy and Dr. 
Purefoy had been in charge of the Rotunda Hospital, they had had 5,908 
deliveries and the average number of cases of accidental hremorrhage, 
three of which had been treated by Ceesarein section, and they had not had 
a single death from accidental heemorrhage. He was glad to see the word 
“eclampsism ;” a much better term to use than “pre-eclamptic condition 
of patients,”’ 
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Dr. BETHEL SOLOMONS, while congratulating Dr. Cassidy on the amount 
of work in the Report, thought it was too unwieldly. If reports assumed 
such a size it would be necessary to adopt some unification system as that 
which had been started in England. It did not seem necessary to give 
details of every breech delivery: many of the cases of morbidity could 
be grouped together: all destructive operations could be dealt with 
similarly. This would save expense and would make for lucidity. At 
present there was a good deal of overlapping and in some of the important 
Tables, for example, the one dealing with Cesarean section, the result 
to Mother and Child should be stated. The low segment Czesarean opera- 
tion did not seem to be popular in the Coombe: its adoption constituted 
a great advance in Obstetrics, and two or three of the cases would have been 
benefited by it. Pituitrin was given to assist in the induction of labour : 
he was surprised to find that it was injected in cases of disproportion. He 
(Dr. Solomons) regarded this factor as an absolute contra-indication to 
its use. According to the Report, the ‘‘cervix was incised”? in a case of 
accidental hemorrhage, and the operation was called vaginal Cesarean 
section : if this were the only thing done, it should not have that name. 

Ante-natal work is the keynote of advance in Obstetrics: he had 
enlarged the scope of this department very considerably at the Rotunda 
and he hoped that soon a knowledge of this subject would be compulsory 
for students at all Colleges. 

Some people believed in ‘‘Trial of Labour”’ :others in internal pelvimetry. 
He believed in both, in suitable cases. The use of a reliable pelvimeter 
was of great assistance in the determination of treatment. 

In the treatment of accidental hemorrhage, while it had been unneces- 
sary in the past seven months at the Rotunda to plug the vagina, the 
plugs were kept in readiness in case of emergency. 


The Report of the pathological findings was of value and interest. The 
only really weak spot in the Report was the absence of post-mortem exami- 
nations. There were twenty-three deaths and only two autopsies. This 
was a wrong state of affairs. By the results of post-mortems we can teach 
and learn what to do on future occasions. There might be the excuse 
of refusal in some instances, but there was none where the abdomen had 
been opened, and the number of cases where ‘‘shock’’ was given as the 
cause of death was a confession of ignorance. 


Dr. D. J. CANNON said that on the face value of the Report alone, he 
thought it compared rather unfavourably with that of the previous year. 
and he thought it must be remembered that patients who were admitted 
to hospitals were not all made of the same stuff, and that a statistical 
report might be rather misleading. The amount of pathological work 
done during the year, seemed to him to be a proof that there was great 
vitality in the Hospital, and showed that the Coombe Hospital had been 
a live institute since Dr. Cassidy had become Master. He thought that 
clinical research had gone as far as it possibly could in cases of eclampsia 
and accidental heemorrhage, and that until a good deal more was known 
about the pathology and the physiology of the placenta than was known 
at present, no further advance in the treatment of cases of accidental 
hemorrhage would be made. In cases of accidental hemorrhage it had 
been proved that the patients died of shock, and therefore he personally 
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thought that the essential treatment was morphine and treatment by 
heat, the treatment adopted by Dr. Cassidy. He personally always adopted 
this treatment, and had had very satisfactory results from it. One case 
which Dr. Cassidy had down in the report as a case of accidental haemor- 
thage, seemed to him to be a case of placenta previa. He referred to 
a somewhat similar case of his own, in which he had done a vaginal 
Ceesarean section, and who had done all right for a bit, but had died from 
post-partum hzemorrhage. He felt that this was a case of accidental 
hemorrhage, and thought that if the patient had been treated on ordinary 
lines she would have lived. He agreed with Dr. Solomons that lack of 
post-mortem examinations was a great defect. He was always inclined 
to leave cases of face presentation alone. He thought that in the large 
majority of these cases the women delivered themselves alone, and therefore 
he did not see why they should be interfered with, as he did not think that 
any harm was done to the foetus if they were left alone. 


Dx. R. A. Corser said he was glad to notice that the Master of the 
Coombe Hospital had laid stress on the importance of waiting in cases of 
breech delivery. He thought that one should never go after an extended 
arm till there was a chance of getting at it. He asked when cases of face 
presentation were recognized in the hospital, and said that he thought 
the fact that there were five cases of face presentation and only one maternal 


death, was a point in favour of the treatment carried out in the hospital 
in these cases. 


Dr. J. S. Quin referred to the induction of labour by quinine and 
pituitrin, and mentioned a paper recently published in an American 
Journal, in which the author had tried to show the unfavourable results 
obtained on the infants by this method. The author stated that the infants 
failed to recover their birth weight. Regarding foetal mortality he said 
that looking back over the year, and particularly noting the forceps 
deliveries, the foetal mortality was always found to be very definite in 
these reports, and he could not help feeling that perhaps a good many 
of these deaths were unavoidable, and that the forceps were put on either 
too soon or too late. It was interesting to see the number of forceps 
infants which were born alive, and which, in an ordinary hospital report, 
would be classed as live infants, and which Dr. Cassidy classed as dead 
because they had died before the mother left the Hospital. This naturally 
raised the foetal mortality in the Coombe Hospital. He asked if there 
had been any cases of meleena, and if so, if any patients had died, and if 
any definite post-mortem results had been found in the cases. 


Dr. Cassipy, in reply, said that in about 40 per cent. of cases a blood 
culture gave a positive result, and in about 60 per cent. of cases a negative 
result, and so the possibilities of obtaining an autogenous vaccine from 
that source were extremely limited. As a rule, uterine cultures were not 
made, and in the few cases in which they had been made, and an autogenous 
vaccine given, he could not say that the results had been very good. 
N.A.B. was tried more as a routine, and he could not say that Kharsivan 
had given any better results than N.A.B. In cases of face presentation, 
the pelvis was very carefully measured, and treatment based accordingly. 
Schatz’s method had not been tried; Martin’s pelvimeter was used, and 


the indirect measurement. The results obtained from conservative treat- 
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ment in those cases had been favourable, and he was quite satisfied that 
measuring under anzesthesia with Martin’s pelvimeter, on the whole, 
gave very good results. In cases of concealed accidental haemorrhage, 
} ce. of Pituitrin was given, until 24 ccs. were given, and quinine was 
given alternately, in the same doses. Pituitrin was not given as a routine 
measure in cases of disproportion. He used the term ‘‘stimulating labour” 
instead of ‘inducing labour,’’ because Dr. Tweedy had regarded it as a 
better term. 

Referring to post-mortem examinations, he said that one difficulty 
about carrying them out was that in the Coombe Hospital the nursing 
staff objected to them. He quite agreed with Dr. Solomons that in cases 
of accidental haemorrhage, plugging was a last resort. It meant a consider- 
able shock to the patient. He hoped that the Ante-Natal Department 
would be a great help in the future. Inthe case in which vaginal Cesarean 
section had been done, he thought there was very little doubt that the 
patient had wanted this treatment. He did not think it was a case in 
which plugging would have been satisfactory. Regarding the induction 
of labour by quinine and pituitrin, he said that he had never really gone 
into this question from the point of view of the infants, but he had found 
that quinine irritated the uterus without causing strong contraction, and 


therefore he had given up using it. There had not been any case of 
melzena, 
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““NECHEBT—The Patron Godaess of the King. 


_ THERE are many reasons for the widespread use of ‘Oval- 

* tine” in the diet of maternity. Physicians the world over 

recognise its value not only as an effective means of promoting 
the flow and. quality of the milk of the fursing mother but as a 
form of nutriment ideally adapted to the prenatal requirements. 
“Qvaltine” has a marked galactagogue action attributed to its richness in maltose’ 

_, and the other food principles having specific galactagogue qualities and alsoto the 

- fact that these principles are almost completely absorbed with minimum digestive _ 
disturbance. The use of “Ovaltine,” commenced during the later stages of gesta- 
tion and continued throughout the nursing period, materially aids in promoting the 


general health of the mother, enabling her to withstand the extra strain imposed 


“‘Ovaltine” is taken as a delicious beverage which”can be prepared at a moment's 
notice without bother, mess or trouble of any kind. - , 


A liberal supply for clinical tnal sent “request. 
A. WANDER “LTD., 184, Queen's Gate, S.W.7._ 
Laboratories Works: King's Langley, Herts. 
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or similar reasons “ Ovaltine” is a valuable adjunct to the diet during the whole : os 

riod of pregnancy. It counteracts any tendency to constipation and in cases of we A 

| vomiting clinical experience has shown that it is well retained when ordinary forms ~ ae, 
of nourishment are rejected by the patient. 
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Valentine’s Meat-Juice 


For Quieting the Irritable Stomach in 
Pregnancy, for Rapidly Restoring the 
Vital Forces in Hemorrhage, for Sus- _ 
taining and Strengthening in and 
Exhausting Labor, Valentine’s Meat. 

Juice is Extensively employed: in 
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avery condition and suff. from stoma stomach trouble, 
could retain no food, but was ai te-VALEN-. 
TINE’S MEAT-JUICE at first “4 doses. An 

her strength an in good heal ' 


VALENTINE’S MEAT.-JUICE COMPANY, 
D2i RICHMOND, VIRGINIA, U. S. A. 


Growing Cells 


- require nek out building materials, such as Protein, Lecithin, etc., but also aden 
of so-called Chemical Foods’’, Calcium, Sodium, Potassium, = 
_ Manganese, Phosphorus, and-Iron. Metabolism, moreover, is benefitted 
through the “dynamic” action of Quinine and Strychnine 
in small doses for a considerable period. 


‘Compound Syrup of. 
“BELLOWS” = 


supplies all these elements in a stable, palatable, easily assimilable, and. 
form, to which over fifty years of use bear witness. 


Samples and Literature on request 


Fellows Medical Manufacturing Inc. 
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